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ANNOUNCING 





THE RETURN TO THE ORIGINAL NAME 


“FALKIRK in the RAMAPOS’ 


ESTABLISHED 1889 


RECENTLY KNOWN AS DR. MacDONALD’S HOUSE 


A sanitarium located in the delightful Ramapo 
Mountains of Orange County, forty miles 
from New York City. Easy of access by motor 
or rail. 


A group of modern buildings surrounded by 
a two hundred and fifty acre estate provides 
the necessary freedom and desired privacy. 


Rational scientific treatment and unexcelled 
care. 


Catering to a limited group of selected cases 
not exceeding forty in number. Specializing in 
the individual care of mental patients. 


The facilities of Falkirk have been recom- 
mended by members of the medical profession 
for almost a half century. 


“FALKIRK in the RAMAPOS” 


Theodore W. Neumann, M. D., Physician-in-Charge 
CENTRAL VALLEY Orange County NEW YORK 
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PSYCHOTHERAPY IN CHILDREN 


BY HOWARD W. POTTER, M. D. 

Psychiatric experience with problem children, that is children 
who have neuroses, psychoses, or behavior disorders, tends to indi- 
ate more and more clearly the need for direct psychotherapy, that 
is an individual patient-physician relationship. By stressing the 
need for direct psychotherapy I do not wish to minimize the im- 
portance of educational therapy, that is therapy directed to the 
positive training and education of the child throughout the 24 
hours of the day. Educational therapy and social therapy have a 
positive value and in all problems are just as essential as direct 
psychotherapy. 

In the discussion of direct psychotherapy in children we must 
consider the manner in which children differ from adults, the 
general nature of psychiatric problems in children for which direct 
psychotherapy may be indicated, and the aims and technie of the 
psychotherapy itself. 


I. Points or DirrereNce BETWEEN CHILDREN AND ADULTS 

Children have certain points of difference from adults. These 
points of difference, physical, intellectual, emotional, social and 
experiential, have a direct or indirect influence on the mental atti- 
tude of the child. We regard as children all individuals who have 
not yet come into puberty. 

Not only do children differ from adults in stature alone, but tied 
up with this difference are emotional attitudes concerning differ- 
ence in size as well. In addition there are certain functional differ- 
ences. Growth and accretion are functions which are not required 
of the adult and yet bodily health must be maintained by the child 
as well as by the adult. We suspect that there may be other less 
well-known and less well-defined differences to be found in the 
physico-chemical functioning in the child. All of these anatomical 
and physiological differences may well be expected to be reflected 
in the mental attitude of the child. 

Now turning to the child as a dynamic being, we see that he has 
a large reservoir of undifferentiated energy which is striving for 
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release and expression. Being a child this energy is constantly 
finding new outlets for expression and it is only through a continu. 
ous working-over process that his energy aims become organized, 
sometimes not economically however, and the personality becomes 
crystallized. The release of, or expression of, these energy drives 
is guided to a large extent by the satisfactions, pleasures or pain 
which is experienced thereby. This energy reservoir, as it were, is 
subsidized by various physiological activities such as those asso- 
ciated with eating and climination. The child’s social relation- 
ships, first those concerned with his parents, then his brothers and 
sisters and then his companions, depend on how this primarily 
undifferentiated energy is utilized. 

Emotionally the child is going through an evolutionary process, 
His conduct is frequently an expression 6f the particular level of 
emotional development which he presents at the time. Like the 
adult, however, he may present a composite picture in which he 
shows at the same time, behavior and reactions indicative of vari- 
ous phases or levels of emotional development. It is highly impor- 
tant for the phychotherapeutist to be able to see behind the child’s 
overt behavior and manifest attitudes the various components of 
the emotional background. 

Intellectually the child presents very important contrasts to the 
adult. Beeause of the fact that the child has not yet attained a 
level of intellectual maturity, his thinking is largely in terms of 
the concrete. The facility for abstract thinking is not present to 
any appreciable extent until about the 11th year of life. Thus the 
facility for verbalizing feclings and emotions is limited and, as 
might be expected, this necessitates special modifications of our 
psychotherapeutic technic as used in adults. Closely related to 
the intellectual functions is the whole matter of thinking which 
in turn carries with it certain emotional values. The fantasy life 
of the child is particularly rich and merges imperceptibly into 
reality concepts. Again, however, the fantasy life of the child 
largely utilizes concrete experiential situations which undergo 
distortion in accordance with wishful thinking or limited compre- 
hension. 

Ideation and behavior in children and the thinking and acting 
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of primitive peoples have a great deal in common, for instance 
‘‘omnipotence of thought and compulsive-like ritualistic behavior.”’ 

As to experience, the child has not lived as many years as the 
adult and his immaturity allows him to utilize his experience only 
to a limited extent. Thus a child does not have extensive experi- 
ential material to draw upon. Since children utilize whatever 
means of expression are at their disposal, we frequently find be- 
havior expressed through structural and physiological channels. 
Children find it very easy to express their hostility, for instance 
by means of muscular activity and faulty bowel and bladder control. 

Socially, children, simply because they are children, lead a pretty 
well-regimented existence. Society at large, as well as parents, 
bring pressure to bear almost constantly upon children in their 
efforts to force them to grow up into socially well-behaved adult 
citizens. This constant impact of the child with an environment 
which must seem hostile to him at times and which he cannot fully 
comprehend because of his intellectual immaturity, creates a situa- 
tion wherein much of his psychopathology is expressed. 


Il. Tue Genera Nature or Psycuiatnic PropLeMs in CHILDREN 


Psychoses are so infrequent in children that we shall confine 
our discussion to the more common psychiatric problems. Exelud- 
ing those psychiatric problems which are directly dependent upon 
defect or lesion in the central nervous system, the two large groups 
for which we have to consider direct psychotherapy are those com- 
prising children with psychoneurotic reactions and those with be- 
havior disorders. 

In both of these groups we invariably find a faulty organization 
of the emotional aspect of the family constellation. This may 
mean, in more concrete terms, a psychoneurotie mother, an aleo- 
holic father, interparental incompatibility, sibling jealousy, broken 
homes or no conventional home whatever, and a variety of other 
similar environmental problems. Life amidst such surroundings 
is a problem for any child. Some children, perhaps the majority, 
somehow or other, in ways we do not yet understand, survive such’ 
experiences without any outward psychopathological manifesta- 
tions. Others, perhaps the minority, develop faulty gross reactions 
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which bring them into conflict one way or another with organized 
family and social life and they come to the attention, some of them 
at least, of a psychiatrist. Certain of these children meet these 
problems by a direct open overt behavior in which they express, 
their hostility, for example, overtly and directly by running away, 
disobedience, defiance, stealing, combativeness, ete. When such 
reactions become generalized and not directly related to any spe- 
cific environments, then direct psychotherapy is unqualifiedly indi- 
eated. Environmental shifting, social therapy, and educational 
therapy are not likely to result in any fundamental amelioration 
of the behavior symptomatology. The reason for this is that the 
experiences which the child has been through have created definite 
and real conflicts within that child’s personality, particularly re- 
lated to his emotional life, and these can be dealt with only by a 
direct form of psychotherapy. This does not mean, however, that 
efforts to correct the environment, to modify the faulty attitudes 
and to make the situation more harmonious are of no avail. It 
simply means that these efforts in themselves cannot be expected 
to bring about a readjustment in the child without direct treatment 
of the child itself. There are of course conduct disorders in chil- 
dren which are remedial by treating the environmental factors. In 
such conditions, however, it is characteristic for the child not to 
react with difficult behavior when away from the immediate envi- 
ronment in which the irritations are found. Such children will, for 
instance, be problems at home and apparently well adjusted chil- 
dren elsewhere. In such instances modification of the environment 
may be all that is required to enable the child to get along free 
from disturbing behavior. 

Psychoneuroses in children, which are expressed usually through 
muscular tics, stammers, enuresis, food dislikes, night terrors, 
phobias, sleep walking and hypochondriasis, are also found to be 
associated with faults in the emotional factors in the family con- 
stellation. Unlike the children with behavior disorders, however, 
these children inhibit the expression of their feelings in any direct 
manner and express them by means of psychoneurotie symptoma- 
tology. Thus, for instance, one child expresses his hostility toward 
the authoritative father by gross disobedience, combativeness, and 
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resentment of all constituted authority, while another child ex- 
presses his hostility toward the tather by means ot tics, a stutter, 
night terrors and phobias. 

In the great majority of children, regardless of the exact nature 
of their mental symptomatology, the conflict, although often in- 
volved, is not deeply seated. The conflict usually revolves about 
the emotional values of the social inter-relationship of the child 
to one or more members of his family and mystification regarding 
insemination, birth, elimination and sex differences attended by 
euilt feelings (contracted from adult attitudes) for entertainment 
of such speculations. These conflicts are not immediately removed 
from consciousness, and repression in the strict sense of the term 
comes about very, very slowly. These conflicts are still in the field 
of consciousness but are voluntarily inhibited because of a feeling 
of guilt or because their contemplation is painful. The treatment 
therefore consists of skillful handling or neutralization of the guilt 
feelings and easing the pain attendant upon the overt expression, 
verbal or otherwise, of the conflicted feelings associated with the 
family inter-relationships. 


III. Aims ano Trecunics in Direct PSYCHOTHERAPY 

The aims of psychotherapy in children may be discussed in the 
order in which they are usually encountered. The technics through 
which these aims may be advanced are also described. 

A. The establishment of a contact or relationship and technics to 
be observed. 

This, the initial aim in a psychotherapeutie situation, is by far a 
most important and often a most difficult problem. To the great 
majority of problem children the psychiatrist is just another 
threatening adult. The initial visit has often been discussed, pro 
and con, by relatives and teachers and the child is often threatened 
by a visit to the doctor as a well-intentioned method of searing the 
child out of his difficult behavior. The psychiatrist therefore must 
scrupulously avoid any semblance of a critical or a condemnatory 
attitude. His whole attitude must be that of a helpful, understand- 
ing, non-aggressive inquisitiveness. Pointed questions directed 
toward some misbehavior or habit which has been so distressing 
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to the parents almost always are immediately interpreted by the 
child as a threat. Many of these children come to the psychiatrist 
with a terrific feeling of insecurity and a deep sense of guilt. 
Aggressive questioning is usually to be avoided. In a large num- 
ber of cases the child will indicate, if only in a general way, what 
the problem is. He usually does this of his own initiative, espe- 
cially if he is made to feel at ease by a patient, understanding, 
essentially listening yet actively interested attitude on the part of 
the psychiatrist. 

Before the first interview is terminated it is important for the 
child to be given to understand that there is to be a doctor-patient 
relationship, that he is coming to the doctor because the doctor 
might be able to help him, that the doctor appreciates how he feels 
and hopes to be able to help him as well as others to understand 
the entire situation. The child, therefore, should always be aware 
of the professional relationship as any other kind of a relationship 
is likely to get involved very shortly in one or another identifica- 
tion which is likely to block treatment. A professional relation- 
ship, however, does not mean a relationship characterized by 
austerity, stiffness, or aloofness. It simply means that the child 
appreciates that the doctor is a person to whom he comes for hel, 
with his problems, whatever these may be. Rarely, if ever, does 
one see a child with whom rapport cannot be established if one 
keeps this in mind as a goal and is alive to the possibility of chang- 
ing his technic to gain this end, 

There are several different types of reactions which the psychia- 
trist is likely to meet in different children at the first visit: 

1. There is the psychoneurotie child with phobias, ties, stutters, 
terrors and hypochondriases. With this type of child a contact is 
usually quite easily established. Inasmuch as the neurotic sympto- 
matology is the result of a compromise the child has made with his 
drives, such symptomatology does not threaten the child. Hence 
the approach can be made in such cases directly through a discus- 
sion of the psychoneurotic symptoms. The child should be eneour- 
aged to discuss his symptoms fully. It is hardly necessary to point 
out that the psychiatrist should avoid anything which might indi- 
eate to the child that he believes the symptoms are purposeful or 
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of the nature of malingering. Certainly it is within the experience 
of a good many of these children that such an attitude by parents 
and others has been expressed and they have been continuously 
exhorted to exercise some control over their symptoms, naturally 
however without suecess. 

2. Then there is the child who is shy, retiring, sensitive, silent, 
and who may continually resort to the phrase, ‘tI don’t know’’, or 
‘“T don’t remember’’, as an escape from discussing what he con- 
sciously appreciates about himself and about which he is very 
likely to have a tremendous feeling of guilt. In such instances 
the attitude for the psychiatrist to take is one of understanding. 
Ile should indieate to the child that he appreciates that the child 
is uncomfortable, that he feels different from other children, and 
that he clearly realizes that the child does not wish to talk about 
things which are bothering him and that therefore he finds it easier 


9 


to say, **l don’t know’’. This should then be followed by an ex- 
planation of the reason why the child should discuss himself and 
his feelings and that as soon as he does he will feel better about it 
and that the probabilities are that the psychiatrist ean kelp him 
feel less guilty about them. 


2] 


3. The child with an overt behavior problem may present four 
essentially different reactions. There is the child who is boastful, 
elorifies his misbehavior and shows in this sort of behavior a false 
sense of security. The psychiatrist should let him boast as much 
as he wants to and talk himself out and be absolutely uncritical. 
‘he opportunity usually is presented to point out that some chil- 
dren feel this way because they really do not feel very sure of 
themselves. They are uncertain as to how different members of 
the family feel about them. They are concerned about their ability 
to compete with other children in play and in school. It may be 
further pomted out that the behavior of which he is boasting does 
make things unpleasant for him and that the psychiatrist might be 
able to help him to understand himself better and to find some 
happier way of getting along with other people. 

Then there is the child who minimizes his difficult behavior and 
tends to waive it aside with a brush of the hand. A contact is often 
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established with these chilldren by taking an impartial attitude, 
admitting to the child that he may be entirely correct but yet on 
the other hand pointing out that some people must think his be- 
havior is out of the ordinary otherwise he would not have been 
brought to the doctor. It is well to stress in such instances that 
the doctor will study all angles of the situation, that his purpose is 
not to prove to the child that his behavior is serious, but that he 
is interested only in the facts of the situation and therefore would 
encourage the child to at least discuss pretty carefully what it is 
in his behavior that other people seem to think is unusual. 

Not infrequently some children have built up a well-organized 
system of projections which serve to protect themselves from their 
own sense of guilt and from the criticism of others. The psychia- 
trist in such instances should avoid entering into any argument 
with the child but at the same time it is not necessary for him to 
verbally agree. He should display a keen interest in what the 
child has to say and let the child know that it is his business to 
try to understand not only the child but the whole situation and 
that it might be possible to help the child realize why certain things 
that people do and say seem to bother him so. 

The tourth type of reaction is one characterized by marked an- 
tagonism. This is ordinarily expressed during the first part of 
the interview by a sullen, scowling, negativistic sort of behavior 
which can usually be penetrated and broken down by frankly recog- 
nizing and describing to the child how he feels and to a certain 
extent supporting or justifying him in his feelings. This is usually 
followed by the second stage, in which the child begins to talk. He 
is apt to become quite abusive in what he says and again it is im- 
portant to allow him to express himself quite freely. A timely 
comment injected by the psychiatrist to the effect that he realizes 
that the child must be very unhappy underneath all this and un- 
doubtedly feels that he has been quite unfairly dealt with, is often 
followed by a sudden tearfulness. At this point the psychiatrist 
should point out that it is his job to help straighten things out and 
although he understands how the child feels, nevertheless there are 
certain things in his behavior which make it extremely difficult for 
him to get along and that something might be done about it. The 
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first interview, introduced with an attitude of obstinacy and sullen- 
ness, may often terminate with there having been aroused in the 
child some appreciation of the difficulties in the situation and a 
wish to be helped. 


B. After contact has been established, the next aim in our psy- 
chotherapy is to afford the child a release of emotional tension. 
This usually comes about by a form of mental catharsis. Emo- 
tional tension associated with a large element of guilt is often re- 
leased by offering a simple explanation of misinterpretations of 
experiences or ideas. The technic used depends on the individual 
child. Some ehildren are able to discuss themselves and their rela- 
tions to others who occupy an important part in their emotional 
life, quite freely during the course of an ordinary interview. Asa 
sample, the following extract is given from an interview with a 
seven-year-old boy who feels inferior because of his small stature 
and resents his father. This interview followed hours of previous 
contact with the child and only after a good rapport was assured. 
(What games do you like?) ‘‘I like tag and hide and seek.”’ 
(Do you like to go to stores?) ‘*What are stores?’’ (Where you 
buy things.) ‘* Yes, my mother bought me a real gun but it doesn’t 
have no bullets.’’ (What would you do if you had bullets?) ‘‘If 
any robber came in the house I’d shoot them. But a robber did 
come. They stole my mother’s coat. They had a cop after them.’’ 
(Do you like cops? ‘‘Yes.’’ (Why?) ‘*Beeause they shoot rob- 
bers.’? (Would you like to fight with a cop?) ‘*Why should I 
want to fight with them for?’’ He then paused and then added. 
‘No, I never fight a cop.’? (Would you like to shoot anyone 
else?) ‘*No.’’ He paused and didn’t say anything. (Would you 
like to kill anyone in your home?) ‘‘T wouldn’t kill my sister or 
my mother. I’d just kill the robbers.’’ (You wouldn’t kill your 
mother or your sister?) ‘*No, I wouldn’t.’’ (Who else is in your 
family?) ‘*That’s all.’? There was a long silence. (Is there any- 
one else in your family? Do you have any brothers?) Patient 
fidgeted slightly and then said, ‘‘Do you know what time it is? I 
got to get going to school.’’ (You don’t have to worry about 
school. I fixed that up.) Tom laughed and then said, ‘‘You can 
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ask me one more question, pal.’’ (What shall I ask you?) “J 
have no time.’’ (I want to talk about the gun and the bullets. You 
say you’d like to shoot robbers. Is there anyone else? ‘*No, | 
wouldn’t shoot my mother or my sister.’? (Who else is in your 
family?) ‘*My father.’? (Where is your father?) ‘* Working.’ 
(Where?)  ‘*Coliseum.’’? (Doing what?) ‘*Making money.” 
(Now you say you have a father. How is it you didn’t mention 
him before?) ‘I forgot that.’’ (If you had a bullet would you 
shoot your father?) He then shook his head, no. Then added, 
‘*Would you want me to do it. I would do it if you wanted me to 
do it.”?) (Do you think I should want you to?) ‘I think so.” 
(Why?) ‘*Beeause I think it’s very mean not to give my mother 
money. It’s mean to give her a dollar a day and he saves all the 
money for himself.”? .. . . ‘I’m big. And I’m in 7-B.’? (No 
you’re not.) ‘*Yes Lam.’’ (How did you get in 7-B? You haven’t 
gone to school long enough.) ‘*I got to 7-B on commotion day 
before I came here.’’? (1 don’t see why you should be bigger than 
anyone else.) ‘‘I’m higher than any of the boys and I’m smart. 
Do you know it?) I’m not dumb.’’ (Why is it your teacher said 
you didn“t do well?) ‘*f did so.’’ He paused. ‘*Does Miss Wenz 
(present teacher) hate me?’’ (No, she said you were trying hard 
and were getting along fine. She likes you.) ‘‘I know everyone 
hates me.’’ He laughed. ‘*l don’t care if they hate me.’? (Why 
should they?) ‘tI don’t care. I don’t care if they throw me out 
of the window.’’ Tle smiled and laughed while he said this. ‘*] 
know very well everyone hates me so why should I like them?” 
(Do 1?) ‘*You don’t hate me. But they hate me.’’? He laughed 
and rather flirtatiously added, ** 1 bet you hate me, too.’’ 

Children who have the capacity to fantasy can be encouraged to 
make up stories in which their own problems are symbolized or 
equated. Martin, an eight-year-old boy, has an older brother who 
is very paternalistic, and a younger brother toward whom he is 
quite jealous and whom his mother prefers. Martin keenly senses 
his mother’s rejection of him. His problem is one of total disobedi- 
ence and resentfulness. When it was suggested that he make up a 
story, he readily agreed and this is what followed. 
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‘‘T play with my dogs. (He has none.) I have four of them, two 
mothers and two fathers. One of them is Mr. Rexy and Mrs. Rexy. 
I forget the names of the others. The other dogs are Mr. and Mrs. 
Rexy’s babies. One is a boy and the other a girl. The mother dog 
likes them both. She is good to them. She sometimes makes them 
very happy and there is a cup of milk in the icebox. She takes it 
out and gives it to the babies by pouring it on the floor so the dogs 
‘an drink it up. I like the father dog better because he is not as 
busy as the mother dog. Both dogs like me the same. They like 
me the same as they like the other dogs. Mrs. Rexy made three 
dogs but I gave one away, a white one. He was the biggest one and 
I gave him away. Dogs don’t bite me—well, I gave him a whip- 
ping’. . . **The mother dog feeds the baby dogs when they are 
very young, then when they grow older I have to feed them. Some- 
times they feed themselves. The baby dogs play with each other 
and with the father dog but not with the mother dog because she 
doesn’t like to play with them. (Mother volunteered the informa- 
tion that she never liked to spend any more time with the children 
than she absolutely had to.) The baby dogs like each other and 
play with each other. They try not to hurt themselves. But they 
like to fight with other dogs and that makes Mrs. Rexy mad. And 
then Mrs. Rexy watches them and they’re happy then. The trouble 
is Mrs. Rexy is making a new baby now. (Mother is supposedly 
not pregnant but is going to a hospital for a gynecological opera- 
tion this week.) I don’t know when it will be born. The last dog- 
gie was born the same day I was. No, there weren’t any dogs born 
after me. No, the baby dogs don’t want any more brother dogs.”’ 

Other children, and particularly children of the pre-school age, 
secure a release of emotional tension through a play situation which 
might be considered as a behavioristically-expressed fantasy rather 
than a verbally-expressed fantasy. In such instances the child 
utilizes one or another or a variety of simple toys and play mate- 
rials. These often evoke considerable spontaneous talk. Joan, who 
has temper tantrums and is very demanding, is being treated with 
this technie. During the last few weeks Joan has been acting the 
part of a baby. She has been vomiting a considerable amount at 
night and refusing to eat. She has wanted to be carried around 
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and to play with the skooter which she used as a baby. She has 
asked her mother if she could nurse again at her breast and has 
repeatedly asked her father if she could be a little baby again. In 
the play room at the clinie she picked up the nursing bottles and 
said, ‘*They are all mine, why don’t you put milk in them. I want 
it for my baby. I had a baby last week. You know about it. I told 

you how. The thermometer gets up the opening. It changes into a 

nipple. The baby comes out at the hospital. Baby and duty come 

out of the same place. Babies are not made of duty. They are 
made of flesh and bones. I don’t want to talk any more about it. 

You talk too much.’’ She was asked about Harold, the three-year- 

old with whom she plays. ‘‘Little girls and boys are different. 

Harold can urinate standing up. I can’t. Are little girls little 

hoys?’’ She repeated this question several times. Finally she said, 

‘‘They are not the same.’’ 

A third technie is that deseribed by David Levy under the term 
‘*Psyehiatric-physical examination’’, (A Method of Integrating 
Physical and Psychiatric Examination, Am. J. Psychiat. 9, 121, 
1929-30). This technic, briefly, consists of having the child com- 
pletely disrobe and then inducing the child to enter what appears 
to be an innocuous game in which he makes believe he is the doctor 
and is going to examine himself and tell what he finds. The child is 
then started off by calling attention to the hair of his scalp, getting 
him to deseribe it, discuss it, and tell what it is for and if he would 
like it to be different, and proceed on down to the feet. By this 
method the child’s reactions to anatomical variations, including 
sears and injuries, height, weight, strength and appearance, body 
growth and maturity, sex differences and sex practices, are devel- 
oped and brought out in a setting that is much more natural than 
the usual interview. 

C. Along with the release of emotional tension and as the direct 
psychotherapy progresses, a third aim is the analysis of be- 
havior and neurotic symptoms in terms of the child’s emotional 
conflicts. 

This analysis is accomplished as the child gradually exhibits 
through any of the technics discussed above, his more fundamental 
feelings and reactions to life experiences. 
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As the psychotherapist proceeds he constantly formulates and 
reformulates the problem in terms of the changing data and he is 
able to make a final analysis only after the child himself has given 
reasonably complete material. Closely related to the psychiatrist’s 
analysis and formulation of the problem is the fourth aim, interpre- 
tation or explanation. 


D. Explanation of behavior symptoms or neurotic traits in 

terms of the child’s emotional problems. 

It is necessary to proceed with extreme caution in this part of 
the treatment. Interpretations should be made by suggestion or 
placing in apposition certain expressed feeling and certain symp- 
toms and then calling the child’s attention to the apparent relation 
hetween these two sets of factors. It should be hardly necessary 
to indicate that it is not expected that the psychiatrist will attempt 
to offer interpretations through the utilization of terminology con- 
cerning fundamental drives. The interpretations ean be made in 
terms of personal relationships and feelings of love, hate, jealousy, 
inferiority, difference, fear, ete. A good share of this fourth step 
is therefore dependent on what might be called educational 
synthesis. 

K. The last aim in treatment is that related to helping the child 
live ina real world, 

It is hoped that by the time this stage of the treatment has heen 
reached we have sueceeded in helping the child to understand his 
emotional conflicts. The psychotherapist now has the responsibil- 
itv of assisting the child to understand his environment and even 
his parents. Thus the child who understands his temper tantrums 
needs further help in adjusting to those reality situations which 
may be unchanged, and which previously provoked these temper 
tantrum reactions. 

In summary, direct psychotherapy in children to be of value 
should be adjusted to the age level and personality of the child. 
Physical, intellectual, emotional, social and experiential factors 
in the child have either a direct or indirect influence on the mental 
attitude of the child and constitute the chief points of difference 
between children and adults, which must be considered in any psy- 
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chotherapeutic procedure. The psychotherapist dealing with chil. 
dren must be an opportunist and capable of varying his technic and 
approach if the treatment is to meet with success. 

Psychiatrie problems in children, especially those not directly 
dependent upon somatic defects or lesions are seldom erystallized 
svinptomatically into well-defined reaction types. In general, how- 
ever, such problems fall into two large groups; those with psycho- 
neurotic-like reactions in which conflict is not expressed overtly 
but through conversion, anxiety and compulsive symptomatology 
and those whose conflicts are expressed directly by means of vari- 
ous behavior or conduct disturbances. 

The aims of psychotherapy in children consists of: 1—The es- 
tablishment of a contact or relationship with the child. 2—The 
release of emotional tension through affording the child an oppor- 
tunity to express his conflicts verbally or through observed play. 
5—Analysis of the behavior disorder or neurotic symptomatology 
in terms of the child’s emotional conflicts and the use of such knowl- 
edge in guiding those responsible for his care and training. 4~— 
A simple explanation of the behavior disorders or the neurotie 
symptoms as these relate to the emotional conflicts. 5—Assisting 
the child through a semi-educational approach using actual experi- 
ences to adjust to reality. 





FAMILY CARE OF MENTAL DEFECTIVES* 


BY CHARLES L. VAUX, M. D., 
SUPERINTENDENT, NEWARK STATE SCHOOL, NEWARK, N. Y. 


GENERAL CONSIDERATIONS 


People see new institutions being built and new buildings added 
to old institutions and think of increased costs and taxes and won- 
der where it is all going to end. The boarding of some of the 
patients in the homes of private families has been suggested as an 
aid in solving the problem of further construction. In New York 
State a committee was appointed in the Department of Mental 
Hygiene to investigate home and community care. As a member 
of this committee, LT attended their deliberations, heard their analy- 
sis of the methods of conducting boarding homes in many of the 
countries of Europe, and was privileged to accompany the chair- 
man ona round of the hospitals having boarding homes in the State 
of Massachusetts. There was soon realized the difficulty in estimat- 
ing exactly what could be expected from the use of boarding homes, 
in view of the wide variation in factors and conditions. 

In discussing family care, we shall quote freely from the 20th 
Annual Report of the General Board of Control for Scotland for 
1953, which gives opinions based on results of long experience. In 
Scotland, boarding homes have been used for 80 years and are now 
caring for nearly 3,000 patients about equally divided between the 
insane and the mental defectives. Many of the keen observations 
and pertinent comments in this report apply equally well to our 
own work, although the set-up is not the same. 


SELECTION OF COMMUNITY 
In Scotland, boarding homes are scattered throughout the coun- 
try, while ours are confined to a small community, more like the 
method at Gheel, Belgium. For this small community we chose the 
village of Walworth for many reasons which still hold good. A 
pleasant rural village of 300 people, it is located back in the eoun- 
try several miles from the railroad and the main highways, where 


*Presented at annual meeting of American Association on Mental Deficiency at Chicago, April 
25-27, 1935. 











350 FAMILY CARE OF MENTAL DEFECTIVES 


the patients can walk the roads unendangered by traffic. Situated 
within 17 miles of the Newark State School, it is accessible at all 
times in emergency and for frequent visits for supervision. Small 
farms and large gardens assure abundant food supply. Up to the 
year previous to beginning this experiment, orphan children from 
Rochester were boarded with many families, so that the idea of 
boarding homes was not totally unfamiliar. The fact that it was 
once an academy town is said to assure a superior class of resi- 
dents. The absence of industries makes improbable any future 
change that would effect our settlement. The first patients were 
placed in January, 1933. By September, we had placed 52 in 14 
homes. No more have been placed in the past 18 months, solely 
because no more funds were available. 


SELECTION OF HomMEs AND GUARDIANS 

Some patients live in the village; others on nearby farms. Pa- 
tients were placed only with going families; that is, the family must 
not require the board money for their own support. The standard 
rate is $4.00 per week, which is not enough to provide for a patient 
in any place run as a regular boarding house. It is thought, how- 
ever, that one or two extra mouths ean easily be filled on a farm 
well stocked with food products of its own raising. The regular 
succession of dollars from this home-made market can be found 
very acceptable in a rural district where real money is usually so 
scarce. One or two to a family is thought most desirable. In most 
of the homes we placed two so they could be company for each 
other, and because their guardians felt that the second one would 
be no more trouble. We feel that in larger numbers they will not 
be absorbed into the family to the degree that we would wish. It is 
true that in two of our homes there are four patients, but here con- 
ditions are exceptional. One of these homes formerly boarded six 
boys and connected with it is a farm with cows, chickens and a 
truck garden so prolific, that the patients live on the fat of the land. 

Selection of the homes was made with the advice of two people 
from the village, the health officer and a practical nurse, both of 
whom were life residents there. Applications were numerous and 
many were rejected upon their advice. The Scotch report com- 
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mends such local help in these words—‘‘The knowledge and dis- 
crimination of the local public assistance officer are great assets in 
the boarding-out system. In the choice of guardians for patients it 
is invaluable. In discussion with these officials one realized that 
they knew the people and all about them; the rough mannered type 
who were kindly folk, the smooth ones who needed watching, the 
people who applied for patients and whose characters were too well 
known for them ever to get them. One wishes to create the strongest 
link between the central administration and the local knowledge 
and distribution. ”’ 

Whenever a home was recommended, the written report of the 
home investigation was brought to the clinical director containing 
a description of the home. This report followed the pattern that 
has been in use for years in investigating homes for parole cases, 
shown in the following report of the first home contacted at 
Walworth: 

BOARDING HOME INVESTIGATION 


January 6, 1933. 
Mrs. M. C., 
Walworth, N. Y. 
Recommended by Dr. E. E. E., Health Officer. 

Home: The house is located in the center of the village. The house is large and 
pleasant and the lawn is spacious The rooms consist of a hall, living room, dining room, 
kitchen, bedrooms, billiard room and bathroom. The girls’ room is located at the front 
of the house on the south side, is a very pleasant room and very comfortably furnished. 
All modern improvements. * * * 

Family: Mr. and Mrs. C. are in their late forties. They are very refined people and 
are highly recommended by Dr. E. There are two daughters, aged 15 and 16 years of 
age, and an aunt of Mrs. C.’s makes her home with them. She is 83 years of age, and 
pays $10.00 per week for her board. 

Religion: Protestant. 

January 9, 1933—R. D. and M. N. were taken to Mrs. C.’s home this date. Board 
paid—$4.00 per week. 


8. T. B., Asst. Social Worker. 


SELECTION OF PATIENTS 


Selection of patients is made by the clinical director and takes 
into account what might be described as the accumulation of insti- 
tutional dead wood. Patients who do nothing and for whom noth- 
ing special needs to be done are only in the way. If they can but 
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sit they might just as well do their sitting elsewhere to make room 
for those who can benefit by the training or medical care that the 
institution provides. Our patients are selected for this reason 
regardless of the degree of intelligence, so that the intelligence quo- 
tient of family-care patients has the wide range of 19 to 84. The 
average I. Q. is 50, half the patients rating as morons; the other 
half, imbeciles. Those in the high range, as might be expected, have 
something else the matter with them. One is blind, two have pa- 
ralysis-agitans; one is epileptic; one a cripple, and more than one 
partly psychotic. 


ADAPTATION OF PATIENTS 


The blind woman quickly learned to find her way about the small 
house, whereas the large institution building offered more difii- 
culty. The epileptic had no convulsions until her new people had 
become acquainted with her. By that time, they had become at- 
tached to her and did not want to let her go, but gladly carried out 
directions for diet and medication. One woman, who had episodes 
of depression with a sulky period of several days duration, has had 
no spells for the two years she has been out. The patients with the 
tremors do not feel so conspicuous in a small home as in a large 
institution. Of two patients from Binghamton State Hospital, one 
is still actively psychotic, but her disturbed spells no longer 
frighten her guardian and between times she helps with the house 
work. The chronological ages range from 33 to 65. The older 
patients were the first ones placed. Some of these patients had 
been in the institution for 20 years, and were considered to have 
settled into most rigid routine habits. It was surprising that even 
such cases rapidly made the adaptation to their new life and quickly 
made themselves at home in their new surroundings. We may re- 
mark that with all living expenses provided for, life in a rural fam- 
ily is simple and natural and really makes few demands on the 
ability to adapt. In the Scotch report, Dr. Thomson extolls this 
aspect of family care as follows: ‘‘I have been profoundly im- 
pressed by the value and the possibilities of the boarding-out sys- 
tem, but consider it not only could, but should be developed further. 
It fosters a root principle of human life, namely life in a family, 
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which is accepted as a normal healthy unit. I do not think any 
person would deny that he would willingly give up electric lights 
and other institutional conveniences with the abnormal life of the 
large group for a life with less material comfort in a small family 
unit. Surely a mode of life that runs along the normal course of 
natural feeling must tend to greater mental betterment. It is on 
this principle that the boarding-out system is working, and it is a 
sound and proper principle.’’ Our patients have entered into the 
life of the family and almost invariably become a part of it. They 
fit into the picture and look no different than the middle-aged aunt 
or sister found in so many homes. The guardian is always given 
to understand that the patient’s board is paid, and that she is under 
no compulsion to work for it or to earn her own way, but that idle- 
ness was not a natural state and the patient should be taught to 
interest herself in little tasks about the house and grounds for her 
own welfare. We thus find patients peeling potatoes, setting the 
table and occupying themselves in small ways as though they had 
always been a part of the household. The cooperation of the guard- 
ian is, of course, necessary to this happy state. The Scotch believe 
you can depend on this cooperation. Their Dr. Fraser says: ‘‘I 
have much pleasure in testifying once more to the high standard of 
care bestowed upon the pauper lunatic and rate-aided mentally- 
defective patients under guardianship in private dwellings. I 
should like to draw special attention to the attitude of guardians 
toward the whole welfare of the patients under their care. Very 
few, indeed, consider their duty to be accomplished when they have 
complied with the regulations by providing suitable acecommoda- 
tions, suitable occupation, suitable food, and adequate supervision. 
They go much further and by stimulation, by arousing interest, by 
arranging for recreation and occupation for leisure time and by 
giving them a real home life they add materially to their happiness 
and frequently develop latent capacities hitherto undiscovered. 
This applies more especially to the certified defective who responds 
readily to environmental influences and who, under such treatment, 
develops self-respect and comes to feel that, after all, he is of some 
use to the world and not a being apart as his previous treatment 
has so often led him to believe. The success in boarding-out can be 
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attributed to many factors; for example, the selection of patients, 
the care and supervision exercised by the local authorities, the care 
and interest of the medical officers, and the careful selection of 
guardians. All these factors are important, but the real success is 
due to the guardians. Were it not for their infinite patience, under- 
standing, kindness and care, boarding-out would not have reached 
the high level at which it stands today.’’ 

One of our guardians, who had many misgivings and was a long 
time in deciding to take patients, soon found she could turn over 
the entire care of her three-year-old daughter to one of the patients. 
The other one helped her around the house, but especially endeared 
herself by her banter with the woman’s husband which kept him 
always in good humor. Now this woman would be most reluctant 
to part with her patients and treats them most kindly. In another 
home, without any suggestion being made, the guardian moved her 
patients downstairs when winter approached, as she thought they 
would be warmer in a room opening off the living room which was 
heated by the parlor stove. In still another home the patients run 
the house while the guardian is doing her farm chores. It is ludi- 
crous to find an imbecile doing the honors when you enter; greeting 
you, ushering you to chairs and initiating the conversation. If you 
have other visitors with you, they verge on hysterics as other pa- 
tients join in this entertainment. The hilarity is by no means 
abated when their guardian enters, as her manner and talk are apt 
to be as silly as that of her wards, but despite this, she is reputed 
as most competent and they live like big sisters. At the same time, 
you are impressed with the freedom and independence which this 
guardian allows and in which they take such satisfaction. In the 
majority of the homes, patients sit down at the table to eat with 
the family. In all homes patients are regarded as human beings 
just like members of the family. This is favored by their living in 
such close proximity where the personal element is accentuated. 
There is nothing to develop the attitude of a nurse to her case, and 
no one has taught them the attitude of an attendant or keeper toa 
group of inmates. 

It has been unnecessary to rearrange patients in more than a few 
homes. The guardians develop such a personal liking to them, that 
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they do not like to exchange, no matter what trouble they may 
cause. One patient was annoyed by a small child, but adjusted all 
right in another home. Another adjusted all right when moved 
away from her patient companion. Another did no better after a 
change and had to be returned. In all, seven were returned, three 
for illness, three for failure to adjust and one for both reasons. 
These were promptly replaced by others who did adjust, and I wish 
to emphasize that the return of these patients had no appreciable 
effect on our ultimate success. We have the same conditions in our 
colony houses; girls sent out for employment can fail by the dozen 
and no one gives it a thought as others are quickly sent to take their 
places and the colonies continue to flourish undisturbed. There has 
been no haste or hurry in securing homes. Placements were made 
one at a time fitting each individual to a home which was a surer 
way than by attempting to place large numbers in a short time. 

‘Two other factors are suggested as reasons for the ready adjust- 
ment of the patients—the change and the individual attention given. 
The improvement or recovery of an insane patient has repeatedly 
been reported for no other apparent reason than transfer to a dif- 
ferent ward. Every superintendent has observed this. The board- 
ing home constitutes a much more radical change. We have no way 
of knowing how much the patient lets down when she is absorbed 
into the mass of an institution. <A course of treatment given by 
either the occupational therapist, the physical therapist, the nurse 
or the physician, often results in a decided mental improvement. 
Credit for this is then claimed on behalf of the respective occupa- 
tional therapy, physical therapy, nursing or medical care, which- 
ever was used. Many psychiatrists who have repeatedly observed 
this phenomena believe it to be due to the one factor common to 
every case, that the patient has been singled out of the mass and 
treated as an individual, and that it mattered not a bit as to the 
means employed. Our boarding home patient is singled out at 
once as the object of attention and concern of her family. That 
three patients should improve so much as to take positions where 
they were self-supporting exceeded the bounds of imagined possi- 
bilities. 
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SUPERVISION OF PATIENTS 


One of our social workers handles all of the work of the commun- 
ity, in addition to her regular duties. There is an advantage in her 
familiarity with the country and people, due to her having always 
lived in this district. Then, many of the problems met with were 
not new to her. The school has nearly 400 patients on parole at 
home, or in employment or in colony houses in various towns. 
Homes and places of employment are continually being investi- 
gated and hardly a day goes by that patients are not returned or 
sent out to new places. These patients in colonies or on parole for 
employment must be capable of earning the standard rate of $3.50 
per week, and so are not of the same class as those selected for 
boarding homes, but the work of judging the calibre of employees, 
of helping in the adjustment of the patient, and of supervising the 
patients’ living conditions and welfare are much the same, so that 
this experience is invaluable for family care. The social worker 
visits every home once a month, but may visit a home several days 
in succession after placing its first patient, and calls at the com- 
munity house three or four times a month. 

There is no question but what the superintendent, who has board- 
ing homes, should be alert to all the dangers that threaten. Yet, I 
may say that we cannot name them from our own experience. Most 
of the things we dreaded never happened. The social worker gave 
to each new guardian the instructions as to the proper care of her 
patients, customarily given to those taking girls on parole, and any 
matters not understood were corrected on her next visit. The 
necessity for proper supervision was always stressed. A very im- 
portant addition to the supervision is afforded in such a small vil- 
lage by the fact that every one is known to every one else. As more 
and more families become guardians, it becomes the interest of 
more and more villagers to have their village recognized as a safe 
shelter for the patients. 

Of accidents, there have been none. There have been no escapes 
as there could be little motive at attempt to escape. The patients 
feel they have been placed on parole, many of them after having 
long given up any hope of such good luck. They are anxious to 
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show that trust in them has not been misplaced, but most of all they 
are more comfortable than they have ever been in their lives before. 

Neglect has never been seen. Rather, the patients gain weight 
as they devour home cooking after years of institution meals. There 
are no strict regulations as to food. What the family eats is good 
enough, but patients must receive that. By means of a small port- 
able scales always carried in her car, the social worker can weigh 
anyone she suspects of getting too little to eat. During the severe 
weather, patients were always found comfortably seated about the 
kitchen stove with members of the family in normal farmhouse 
style. Our own contribution, an issue of double blankets to every 
patient, no doubt helped at bed time. All patients have appeared 
clean and well cared for whenever visited, 

Exploitation is a bugbear to many. The Scotch report takes this 
up in these words—*‘ The second criticism was the natural one of 
exploitation. Were these patients, persons of reduced mentality, 
not in danger of being made drudges? This was a natural and 
right criticism, but it is a danger of which the local medical officers 
and public assistance officials are fully aware and against which 
they are very alert and on their guard; so much so that I do not 
consider that in practice there is a serious risk on this score. In- 
deed, my experience has been rather in the other direction, as the 
following instance will show: A young patient and an elderly man 
had been recently transferred to an experienced guardian. I asked 
the guardian’s wife first about the young patient and then asked 
about the old man, who had been under guardianship elsewhere for 
some years and now was transferred for an entirely satisfactory 
reason. He was a somewhat aged man and considerably demented. 
I asked what he could do about the house. ‘‘Not a great deal.’’ 
Could he bring the water in?’’ ‘*Oh, we do not ask him to do that, 
it is rather heavy for him, he is an old man.’’ Seemingly, however, 
he was able to chop sticks and do a number of minor light tasks. 
Then, after some further inquiries, the guardian said, ‘‘You see, 
he is an old man; I give him his breakfast in bed.’’ While I admit 
that this episode was exceptional, it illustrates an attitude of mind 
and care of which, in a lesser degree was far from unecommon.’’ 
That is surely an encouraging statement. The only instance of over- 
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work in our community turned out to be not so bad as reported. Two 
patients were supposed to be putting in a full day in the cider mill. 
This was a surprise because, previously, these patients had not 
been capable of regular employment. Investigation disclosed that 
one of the patients had been working part of the day on an apple 
evaporator. Her employer’s eagerness to comply with our demand 
to stop her was thwarted by the patient herself. As she begged to 
be allowed to continue, it was ruled that she might attend the evap- 
orator mornings only. Our experience with paroled cases is, that 
employers are more apt to be too lenient, and that in a small com- 
munity some other employer will be jealous enough to report most 
infringements of any kind. With adequate supervision and quick 
action against offenders, it does not seem that exploitation can be 
earried very far. The incident of the old man’s breakfast could be 
matched by us many times over. Passing over the many little gifts 
and birthday parties to something of more moment I would cite the 
measures taken when any illness develops. Then especially cooked 
dishes are brought to the patient’s bed, homely measures like hot 
mustard foot baths are given or hot water bags are applied. Sim- 
ple medications are purchased at the local drug store without 
thought of reimbursement. The whole concern of the guardian is 
to relieve the pain, break up the cold or alleviate the distress and 
nothing is too much trouble. 


SociaL LIFE AND THE COMMUNITY CENTER 


The small community affords good opportunities for social life. 
All patients have the freedom of their own premises, they go un- 
attended on errands to the village and to visit in each others homes. 
Hospitality is not lacking and they often chat with each other over 
a cup of tea or a dish of fruit. Some of them come to the village 
from a considerable distance and it was thought that they should 
have some place to rest other than the post office steps. This was 
afforded when we established the community center. Such a center 
is one of the features of Gheel and its value is recognized by the 
Seotch. They speak of a district where they established a club for 
the boys to meet and say it has been the means of giving the boys 
many pleasant social hours and making them more content. We 
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contracted with our first guardian whose residence was centrally 
located to operate a community center in her home and in addition 
to its use as a social center, arranged that it should serve as a 
center for social service, nursing care, a depot for clothing and sup- 
plies and for occupational therapy materials. She agreed to the 
following regulations for it: 


REQUIREMENTS FOR COMMUNITY CENTER 


1. A large warm room provided which has easy access outside so that all of the com- 
munity cases may feel free to come and go for social intercourse and recreation. Adjoin- 
ing this room or in it, there should be at least two beds which should at all times be in 
readiness to receive any emergency sick cases or patients left at the room over night. 

2. The day room should be provided with books, magazines, pictures, games, a radio 
and piano. Everything except the piano will be furnished by the institution 

3. The one in charge should act in the capacity of nurse, looking after feet, hair, ete., 
of the neighborhood patients and should keep weight charts (which will be furnished) 
on each case once monthly. Corns and callouses should receive attention every three 
weeks or more often, if necessary. Hair should be trimmed once monthly. 

4. In the event that an inmate becomes ill she may be brought to the rooms where 
she can receive first aid and minor treatments, or she may require bed care for a few 
days and a record of temperature, pulse, and respirations kept. 

5. A girl may be left at the rooms if her boarding mother is obliged to go away for 
the day. Girls should not be left alone in their boarding places throughout the day. 

6. The one in charge should endeavor to make the girls feel welcome and assist them 
in entertaining themselves. 

7. Our oceupational therapy director will provide various forms of suitable occupation 
for those visiting the rooms. 

8. The rooms to be used as general headquarters where articles for the different girls 
may be left and clothing fitted, ete. 

9. Guardians are to keep the nurse in charge of the community center informed at all 
times of the various happenings and follow her advice in regard to general care, ete. 


A supply of cathartics and some simple remedies are at hand at 
the center, but when a physician’s services are required the local 
health officer is called and paid his regular rate. The occupational 
therapist visits all homes and lays out the projects, but depends on 
the center to replenish supplies. There is greater need for this 
than was expected. It seems that patients once content to sit in 
idleness have been stimulated to the point where they complain if 
they have nothing to do. The occupational therapist arranges the 
monthly parties at which there is always a good attendance, besides 
which patients are accustomed to drop in any hour of day for the 
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social facilities of the center. The nurse owning the house accepted 
$50.00 per month, the pay of an attendant, to cover her services and 
the use of the rooms thus engaged. 


ATTITUDE OF THE VILLAGERS 

The attitude of the community toward the undertaking has been 
increasingly favorable. A reluctance to accepting patients first 
encountered was due to a fixed idea that they were insane. The 
psychiatric distinction we offered carried no conviction, as they 
were convinced that the fact that they were in an institution was 
conclusive evidence that they were there for a good and sufficient 
reason. So that the first guardians rather took their patients on 
trust. Therefore, the first patients were selected with great care 
and with the idea that on observation of their conduct would depend 
ihe attitude of the community toward us. What a good impression 
they made may be judged from the ease with which we later placed 
two patients from Binghamton State Hospital who were actually 
insane. Patients are welcomed at church and at entertainments, in 
fact the admission rate is cut to fit the 25 or 50 cents per month 
they are given for spending money. Those families who have been 
refused patients blame the nurse for not recommending them but 
their being disgruntled seems to do us no harm. Just how many 
will ultimately apply for patients we cannot judge, since we are 
refusing all applications at present. The general feeling is good 
and any attitude of suspicion and distrust has changed since the 
residents have seen the patients going about the village unobtru- 
sively and have observed for themselves that they are not crazy. 
The Seotech remark on this matter in positive terms, as follows: 
‘*The benefits of boarding-out, both lunatic and defective patients, 
do not apply exclusively to the patients. I have noticed, within 
recent years, that the presence of such patients in the community is 
having a definitely educative effect. In areas where such patients 
are placed, people are ceasing to regard mental illness or mental 
defect as something to be shunned or feared. Greater sympathy 
and greater understanding is being shown by the general public, 
and a new and enlightened attitude is gradually being developed.” 
Our experience is probably too brief to record an observation so 
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general, but there is no question that many of the immediate guard- 
ians have developed an altruistic attitude toward all the patients. 


PLANS FOR THE FUTURE WiTH VARIOUS METHODS 

In planning for the future various lines are open. Unquestion- 
ably our present community can be considerably enlarged. The 
possibilities for developing a similar community for men in an- 
other village seem good. It is our further ambition to organize 
a similar community for insane patients in cooperation with one 
of the State hospitals. Our hopes are not based solely on our suc- 
cess with two patients from the Binghamton State Hospital, but 
from an acquaintance with such inmates derived from 25 years’ 
experience in one of the larger New York State hospitals. There 
we have seen many patients whose acute symptoms had long since 
subsided; who had deteriorated to a state in which they resembled 
a mental defective in appearance and conduct and in which they 
required only about the same degree of care and attention. Such 
cases seem eminently fitted for the purpose. Then there are the 
broken-down workers, those who were employed in the laundry or 
kitchen until their heart or their feet gave out. We become senti- 
mental about an old horse and put him out to pasture, why not 
make the patient’s declining years happy with the comforts of a 
small home after a lifetime devoted to faithful and laborious work 
for the State. Some difficulty may well be anticipated in securing 
suitable patients owing to the almost universal endeavor of hospital 
employees to palm off troublesome cases and to hide the good ones. 
Careful selection of patients is obligatory in the beginning of a 
project like this. We consider that the community plan has an 
outstanding advantage over any other type of placement in that 
the experience will be cumulative. As they become accustomed to 
having patients about we feel that it is reasonable to expect that 
not only will the individual guardians become more willing to accept 
worse patients, but as the number of guardians increases there will 
be less looking askance at a patient of any kind. This is said to 
account for the suecess at Gheel where family-care has been carried 
on through succeeding generations ; those now caring for them hav- 
ing been familiar with their presence throughout their childhood. 
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While we cannot hope to approach this in degree for a long, long 
time, nevertheless, those who are familiar with the small compact 
community at Walworth feel that this factor is already beginning 
to operate to our great advantage. 

Entirely aside from our community placements we would like to 
place a patient whenever we find a good home for her no matter 
where that home may be, because we believe that the most impor- 
tant thing is to get the right kind of guardian. Instead of a fixed 
rate a sliding scale will be used. The highest rate will be paid for 
an idle patient in a city or where high prices prevail; lower rates 
in rural sections or for a patient with a little earning capacity, 
until we come down to nothing for one who can earn his own keep. 
Of these we have six widely scattered in separate homes. Such 
cases might be called ‘‘paroles’’, but as our paroles have to earn 
the standard wage, no such patients were placed heretofore. It has 
long been customary for some counties to allow almshouse resi- 
dents to go out to work for some family who could give them board 
and keep. This does not seem different from what we have pro- 
posed, and being able to add a little board money ought to make it 
easier to operate. 

Then there is the matter of paying board to a relative for the 
patients’ care. Objection has been made to this because it could 
be subjected to grave abuse. I can see how this might be were it 
made mandatory which is hardly likely. Otherwise the superin- 
tendent could refuse to allow the relatives to take the patient home 
to board exactly as he now refuses to allow his parole for the same 
reason. We do not parole a patient to his relatives no matter how 
insistent they are unless the social worker returns a favorable re- 
port regarding home conditions, adequate supervision, the reputa- 
tion and standing of the family and the possession of sufficient 
means to support themselves. Where the added burden of the 
patient’s support is the only thing that prevents the family from 
taking him, I see no objection to paying them for his board. No 
real mother would let her child suffer want to spend the money on 
herself. This practice has been successful in Scotland on a large 
scale. Dr. Fraser states: ‘‘In Glasgow and Govan by far the 
greater number are living in their own homes with relatives. At 
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the end of the year there were remaining 395 certified defectives. 
Some of these are low grade imbeciles who can be well looked after 
in their own home provided conditions are good. The majority, 
however, are high grade imbeciles or belong to the feeble-minded 
group who have attended special schools and who on leaving school 
‘annot obtain employment and whose parents apply for assistance. 
Such cases necessarily require very careful supervision, a matter 
of great difficulty in a city where the surroundings are bad and 
often there is little parental control and where the patients have 
nothing to do and very little outlet for their energies. Although 
city life is unsuitable for the majority of the cases, it says much 
for the care and supervision exercised by the local authority that 
of the 395 certified defectives in Glasgow, it was only found neces- 
sary to remove seven to institutions on account of improper control 
and that only two of the seven were charged with offences.’’ After 
such an account of success under the worst of conditions there 
seems no reason for hesitating to try it where all conditions can 
be controlled. 

Nursing homes where a retired attendant or practical nurse can 
care for a number of patients is another means of relieving over- 
crowding in the institutions and is of advantage for some types of 
patients. It does not provide, however, the attractions peculiar to 
family and community life and the rate paid would probably be 
double that for boarding homes. If the rate is not sufficient, it is 
unreasonable to count on the person in charge going without in 
order to supply the patient, and of course the obverse of this can- 
not be countenanced. 

A colony house run by school employees can also accommodate 
a number of patients. Here, too, the desirable features of family 
life will be lacking. The costs of running a colony house are rather 
high and serious consideration should be given as to whether it 
affords the patient sufficient advantage. The superiority of our 
own colony house at Watkins Glen is open to question, because on 
necount of its distance it is operated at considerable inconvenience 
and lacks the provision for entertainment and recreation which the 
institution affords. The nursing home and colony house are men- 
tioned here because, if established in such a community as Wal- 
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worth or used as a community center, such objections as have been 
made might be overcome and the total number of patients cared 
for would be increased. 


MetTHops or Famity Care IN USE 


As all the methods mentioned are in operation somewhere none of 
them should be ruled out as impractical until proved so by experi- 
ence. We are now using more than one of these methods so that in 
recording the number of patients in family care we have found it 
convenient to separate them and to refer to them as— 


1. Family care—community. 
2. Family care—individual. 


3. Family care—school. 


Family care—community is the designation used in referring to 
the Walworth group I have described at length. Family care— 
individual I have mentioned as placements made anywhere and 
family care—school is yet to be described. 

Family care—school is in some ways different. Its object is 
therapeutic rather than economic, but the procedure itself is simple. 
A child of school age, despite his commitment, is placed in a foster 
home in a village with a special class school and given another 
chance to grow up outside instead of being kept locked up in the 
institution. Starting this three years ago, we are now carrying 9 
children by this method. Three girls in the village of Lyons attend 
special class; in Newark 4 girls are in the sixth grade (two of them 
starting in special class); 1 boy is in the third grade, and one in 
the second. Their ages range from 5 to 15, I. Q. 58 to 85. All except 
the little boy are ‘‘Scouts’’ and one girl is leader of her troop. A 
long story of these children’s activities may be condensed by saying 
that it is in no particular different from that of any other child in 
the village. For their board we pay $6.00 per week, as they live 
down town where city prices prevail, and we give them each 25 
cents per week for church, pencils and sundries, but especially to 
teach thrift. We buy their clothes outside. 

Already, we can report some favorable results. One of the first 
girls to be placed, with an I. Q. of 47, left school last summer when 
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she became 18 years of age, and has steadily been employed at 
housework and in caring for children. Thus, she has become self- 
supporting. 

Arrangements have been made for the girl of 15 years, who is 
leader of her Scout troop, to take a position as soon as the school 
term closes. She is to be employed in a very high-class private 
school for mental defectives in Geneva. In return for her work in 
helping with the children, she will receive her board and clothing 
and 50 cents per week. Furthermore, her education will be con- 
tinued there, with the idea of fitting her for a nursery governess. 

The Society for the Prevention of Cruelty to Children of Roches- 
ter, who sent us the two little brothers, have been practically com- 
pelled to take them back under their care upon our representation, 
that they have been able to attend regular classes in the public 
school and live successfully outside in a foster home for the past 
two years. 

It is thought that their suecess does not necessarily prove that 
they should not have been committed. No, rather it shows that 
when given a chance, under conditions as nearly ideal as could be 
devised, including the active support of a psychiatric social worker, 
they were able to adjust to life in home and school; while their his- 
tories show that they were unable to combat the handicaps of bad 
environment, poor parentage, malnutrition, and inadequate school 
facilities, from one or all of which they suffered. Dr. Greenacre, 
psychiatrist, says that even the normal child brought up in an insti- 
tution shows the effects of repressive discipline and tends to be- 
come standardized, and that the Department of Welfare of West- 
chester County prefers to subsidize a child in its own home or to 
pay board for it in a substitute home, rather than commit it to the 
best of modern institutions. Yet the normal child can better over- 
come this handicap than the slowly adjusting mental defective, 
separated throughout his formative years from the very experi- 
ences of living most necessary to his survival. What is done at this 
time affects the entire future of the child, and may determine 
whether he will be confined for life or otherwise. We have many 
promising candidates selected for trial, and keenly feel that we are 
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depriving them of their one big chance in life while we await funds 
to enable us to augment the numbers placed out. 


Economic Resuts 

Descending from this high plane of consideration of the patients’ 
welfare and therapy there is something more to be considered than 
the high rate of board. From an economic standpoint, the gain 
from keeping a patient out of the institution altogether is enormous 
in comparison with the few years board paid. Further the fact 
that you have kept a child out in a boarding home if only for a 
year makes a convincing argument for the return of the child to 
the authorities committing him. One’s own opinion would not be so 
conclusive, if not supported by this actual demonstration. The 
same argument has been effective in regard to older cases. A re- 
luctance to take a patient has been overcome when the county com- 
missioner was assured that the patient had already adapted to a 
boarding home outside. Seven or eight vacancies made this way in 
our community were promptly filled by younger patients. As the 
opportunities for boarding increase so will these numbers increase, 
It would seem then, while the highest board paid does not exceed 
institution costs, that such other factors as mentioned will effect 
an ultimate economy on a much larger scale. The Department’s 
budget for next year allows each institution to allocate $20,000.00 
for boarding homes, and we anticipate no difficulty in employing 
every cent of this sum to good advantage, and are planning to do so. 


CoNCLUSIONS 


I have trie’ to describe frankly our experience with family care. 
The numbers we uote may seem insufficient when it is the fashion 
to speak so lightly in terms of billions. We expect to begin increas- 
ing the numbers this year, but as that simply means a continuing 
repetition of the same things we have already done over and over 
again, we do not anticipate that it will add anything of value to the 
knowledge already gained. We have six colony houses, we would 
run them in just the same way if we had one or a hundred. In the 
main, it comes down to this: We have convinced ourselves of the 
practicability of family care. As to its benefits, I can do no better 
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than to refer to the statement in the concluding paragraph of Dr. 
Pollock’s paper on ‘‘Family Care of Mental Patients’’, presented 
before the American Psychiatric Association in 1934. What he 
says of hospitals and the insane, in my opinion, applies equally well 
to schools for mental defectives. His summation is this: 

‘‘The advantages to be derived from family care would be four- 
fold: The patients placed in suitable families would resume a meas- 
ure of community life with a natural environment and with more 
freedom than could be possible in a State hospital. The families 
receiving patients would have an outlet for their altruistic senti- 
ments and would acquire a secure economic status. The State hos- 
pital relieved of many of its custodial cases could devote more of 
its energies to the scientific treatment of acute and recoverable 
patients. The State conducting an extensive system of family care 
would be relieved of the necessity of building new hospitals and 
would have a better opportunity to treat its mental patients in 
accordance with their individual needs.’’ 


JULY—1935—c 











HEMATOPORPHYRIN TREATMENT IN DEMENTIA PRAECOX AND 
INVOLUTION MELANCHOLIA* 


BY J. NOTKIN, M. D., VIOLA HUDDART, M. D., BLANCHE DENNES, M. PD. 
FROM THE HUDSON RIVER STATE HOSPITAL 

Reports have appeared in the literature in the last five years 
concerning the use of hematoporphyrin in the treatment of the 
certain types of psychoses, especially depressions. The theoretical 
considerations advanced for this method of treatment are rather 
vague. Hematoporphyrin is an iron-free derivative of hematin 
which is related to chlorophyll and is an isomer of bilirubin. Ae- 
cording to Boyd' the hematoporphyrin molecule when photodynam- 
ically stimulated combines the oxygen and utilizes the energy of the 
latter. Huehnerfeld*®**° claims that hematoporphyrin stimulates 
the autonomic centers through its photodynamic action on the skin 
and by establishing a potassium-calecium balance. Vinchon® speaks 
of a physiologic relationship between hematoporphyrin and mel- 
anin in the organism, a relationship which is activated by the ultra- 
violet rays of the air. A number of physiologic and biochemical 
considerations of somewhat speculative nature are offered by the 
various investigators as the rationale for the use of hematoporphy- 
rin in the treatment of psychoses. Of more interest are the animal 
experimentations carried out by Hausmann’ and Huehnerfeld.’ 
Both working independently reported an increase in liveliness and 
a stronger response to external stimuli in rats, mice, guinea pigs 
and rabbits after administration of small doses of hematoporphy- 
rin. Increase in weight was also noted after a prolonged adminis- 
tration of the substance. 

The synthetic preparation used in the treatment of psychoses is 
manufactured from horse blood by a method devised by Necki. 


Review oF THE CLINICAL Reports IN THE LITERATURE 


Huehnerfeld’ was the first to use hematoporphyrin in psychiatric 
conditions. He reported his results in a group of 13 cases with de- 
pressions. He claimed rapid improvement in 11 patients. No 
change was noted in the remaining 2. 


*Read at the Interhospital Conference of the New York Down-State Hospitals held at the Psychia- 
tric Institute, April 19, 1935. 
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Becker® had good results with this treatment in 5 similar cases. 

Hartmann and Weissmann’ treated 8 patients suffering with in- 
volution melancholia. Five of the group responded well, 2 had a re- 
lapse after an initial improvement, while 1 failed to respond to 
the therapy. 

Vinchon and Bourgeois” treated 4 patients. One of the cases 
was an epileptic with depressive moods, the other had previous 
attacks and was going through a partial stupor while under treat- 
ment. Both responded well. <A third patient, a case of manic- 
depressive psychosis with numerous previous attacks, improved 
slightly, while the fourth, a psychasthenic, did not respond to the 
therapy. 

Vinchon® alone reported further on a group of 31 patients. Sev- 
enteen were ‘‘cyclothymias and melancholias’’ and 5 ‘*‘ psychasthen- 
ias with depression.’’ No diagnostic data were given concerning 
the other 9 patients. Of the 17 ‘‘eyclothymias and melancholias’’ 
10 were ‘‘eured’’ during the first course of injections. The first 
sign of improvement was that of general well-being while mental 
improvement followed. ‘‘Improvement was not marked’’ in 5 
eases and no mention is made concerning the outcome in the re- 
maining 2. Of the 5 psychasthenics 3 have ‘‘improved but not 
cured’’ and in 2 the treatment was ‘‘a complete failure.’’ Nothing 
is stated concerning the outcome of treatment in the remaining 9 
patients of the group. Vinchon speaks of transient improvement in 
2 “*mild’’ schizophrenics who apparently were not included in the 
group of the 31 patients. 

Kueppers’" results in 6 cases were ‘‘excellent.’? The short ab- 
stracts of the case histories would seem to indicate that the pa- 
tients were going through a depressive phase of manic-depressive 
psychosis. Temporary improvement was observed in 3 other pa- 
tients. Two of the latter seemed to belong to the involution melan- 
cholia group and 1 was a case of dementia preeox, Of 5 other 
patients who did not respond to the treatment two were schizo- 
phrenies, 2 belonged to the involution melancholia group, and 1 
Was apparently a case of manic-depressive psychosis. This pa- 
tient drowned himself during the course of treatment. Kueppers 
is one of the few investigators who made an attempt to correlate 
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his clinical results with biochemical studies. He investigated the 
potassium, calcium and sugar content before and after treatinent 
and found a rise of the originally low blood potassium level in all 
instances with clinical improvement. The same cases showed a 
marked inerease in calcium values prior to the institution of treat- 
ment and a drop in the calcium content during the course of treat- 
ment. There was also a parallel drop in the blood sugar level in 
the same cases. 

In this country Strecker’? and his associates carried out the 
hematoporphyrin treatment in a group of 23 cases of manic-depres- 
sive psychosis during the depressive phase, in 8 cases of involution 
melancholia, and in 6 cases of dementia precox. They report 
‘*marked clinical improvement’’ in 5 manic-depressive cases, **mod- 
erate clinical improvement”’ in 6 other cases of the same group, 
‘*veneral physical improvement’? in 6 more patients, and failure 
in the remaining 6 patients. Summing up they state: ‘‘Seventeen 
patients of the 23 can be said to have been definitely helped by the 
treatment.’’ Of the 18 involution melancholia 4 ‘‘markedly im- 
proved,’’ 1 showed a moderate improvement, 2 improved physi- 
cally and 1 failed to respond favorably. Of the 6 dementia precox 
patients 1 showed general physical improvement, he ‘‘has adjusted 
his life at a considerably lower level but is working steadily.” 
There was a transitory ‘‘animation”’’ and ‘‘stimulation’’ evident 
in all cases, but 5 ** subsided into passive states after treatment was 
discontinued. ’’ 


Own OBSERVATIONS 

Our own investigation was carried out in a group of 10 women 
patients suffering from involution melancholia and an equal num- 
ber of dementia precox patients of the same sex. This selection 
was made with the aim to ascertain the effect the treatment may 
have on the course of prognostically less favorable and regressive 
types of psychoses. 

Prior to the institution of a course of treatment each patient of 
the dementia precox group had a mental and physical examination 
including a blood count; 9 of the group had basal metabolism deter- 
minations. Weight and basal metabolism tests were repeated dur- 
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ing and at the end of treatment, while blood counts were repeated 
only at the end of the treatment. We have included in the demen- 
tia precox group cases representing the main clinical types. Being 
mindful of the possibility of spontaneous remissions in catatonies 
the number of the latter was reduced to a minimum. In order to 
ascertain the possible effect of the drug on the general physical 
condition, physically reduced patients make up the majority of the 
group. In selecting cases of involution melancholia, patients with 
definite evidence of arteriosclerosis and cases with a schizophrenic 
coloring in their psychosis were eliminated. Otherwise, the same 
criteria as for the dementia precox group were observed. The 
same preliminary routine was carried out in this group. However, 
due to the restlessness and agitation of some of the patients basal 
metabolism studies were made in 5 cases only. For the same rea- 
son no blood cell count could be made in one instance. 

In the main we have followed the technique adopted by the pre- 
vious investigators, especially by Strecker. It consisted of intra- 
muscular injections of the synthetic hematoporphyrin preparation 
with accompanying oral administration. One centimeter cube of 
the solution was given every other day for 20 days. After a seven- 
day rest a second course of two centimeter cube injections was 
given. Oral doses began at 10 drops of solution three times daily 
before meals; during the second series the dose was increased from 
15 to 30 drops three times daily. 


CLIniIcaL Reports 
{. GROUP OF DEMENTIA PRECOX 


Case 1: D.O. Dementia precox, hebephrenic; female, admitted 
October 25, 1934, at the age of 18. Father is suffering from an 
arteriosclerotic psychosis, mother emotionally unstable, a brother 
is psychopathic. Patient is of introverted personality. In 1929, 
she developed ideas of electrical control and thought she was a boy, 
but after a residence of 11 months in Bloomingdale Hospital re- 
turned to school and adjusted until 5 months before admission 
when she again developed paranoid delusions; voices called her 
bad names; developed fantastic love affairs; thought she was preg- 
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nant and schoolmates talked about this. Here she has shown emo- 
tional blunting, self-absorption, and has paranoid delusions of a 
sexual nature. 

Physically—well nourished; blood pressure 100/60; trace of al- 
buminuria; red blood cells, 4,000,000; hemoglobin, 80 per cent; 
basal metabolic rating, —30; weight, 11114 pounds. 

Patient showed no response to the treatment; is still blunted, re- 
acts to voices and entertains same paranoid delusions. Gained 
only 5 pounds in weight; basal metabolic rating during treatment, 
—27 and at the end of treatment, —36; red blood cells, 4,400,000; 
hemoglobin, 80 per cent. 


Case 2: EK. M. Dementia precox, paranoid; female, admitted 
January 30, 1954, at the age of 26. Both parents high-strung; 
patient was subject to temper tantrums and for two years prior to 
admission became very seclusive. For eight months before admis- 
sion she was self-absorbed, depressed and developed a religious 
trend, identifying herself with Christ and heard the voice of God. 
Felt that electricity was used on her and the doctors were inter- 
ested in her only for experimental purposes. During her hospital 
residence has become more self-absorbed ; believes she is the Virgin 
Mary, the devil tortures her but she has divine influence over earth 
and sky. 

Physically—asthenie habitus; blood pressure, 100/70; weight, 
11214 pounds; trace albuminuria; red blood cells, 4,000,000 ; hemo- 
globin, 70 per cent; basal metabolism rating, —18. 

The patient showed no reaction to treatment; no change either 
mental or physical was noted. She continues very self-absorbed, 
disinterested and still entertains the same religious delusions. 
Blood pressure showed no variation and weight varied only 1 
pound. Trace of albuminuria. Basal metabolism rating during 
treatment, —18, at the end of treatment, —20; red blood cells, 
4,000,000; hemoglobin, 75 per cent. 


Case 3: J.N. Dementia precox, hebephrenic; female, admitted 
April 9, 1934, at the age of 30. Mother and maternal cousin are 
both psychopathic and patient’s own personality was psychopathie. 
Psychosis of acute onset, commenced one and one-half years before 
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admission when she abandoned the Roman Catholie Church for the 
Protestant faith; became irritable and restless, later developed 
fantastic bizarre delusions; brother is King Tut; became childish. 
Settled down to this level and appears fairly satisfied. 

Physicaily—underdeveloped, mitral systolic murmur ; blood pres- 
sure, 114/70; trace of albuminuria and glycosuria; weight, 89 
pounds; basal metabolism rating, —3; red blood cells, 3,000,000 ; 
hemoglobin, 80 per cent. 

At first patient imagined the treatments helped her cold but later 
became rather resentful. Has shown no mental improvement; still 
very infantile with bizarre delusions and has become even more 
evasive. Weight, 91 pounds; basal metabolism rating during treat- 
ment, +3, at the end of treatment, —3; red blood cells, 3,000,000 ; 
hemoglobin, 7) per cent. 


Case 4: EK. F. Dementia precox, catatonic; a 27-year-old woman, 
admitted February 27, 1954. Introverted personality; showed 
tendency to be suspicious for about five years prior to admission. 
llowever, managed to adjust until two months before admission 
when she showed paranoid delusion, lost interest, became impul- 
sive, restless and excitable. Believed people accused her of steal- 
ing, became depressed in reaction to these delusions. At the time 
treatments commenced patient showed marked catatonic behavior 
—dull, mute, resistive, spoon-fed, picked at her skin and carried 
postures for hours. Had to be urged to move. 

Physically—malnourished; pupils dilated, irregular and eccen- 
tric. Fine tremor of fingers; pulse rate, 88, volume poor; blood 
pressure, 98/60; weight, 9314 pounds; trace of albuminuria; basal 
metabolism rating, —10; red blood cells, 3,500,000; hemoglobin, 
8) per cent. 

After the first injection a local erythema about four inches in 
diameter developed at site of injection lasting two days. Has 
shown no mental improvement but is somewhat more resistive, an- 
noyed by treatments, has continued to pick her skin and is still 
rigid and mute. Blood pressure has shown only slight variation 
trom 98/60 to 90/70; pulse unaltered; trace of albuminuria; weight 
at the end of treatment, 99 pounds; basal metabolism rating during 
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treatment, +2, at the end of treatment, —3; red blood cells, 3,500,- 
000; hemoglobin, 85 per cent. 


Case 5: B. C. Dementia precox, paranoid; a 36-year-old woman, 
admitted April 15, 1934. Brother aleoholie and sister of unstable 
make-up. Introverted personality, unstable and subject to temper 
tantrums. Marked maternal attachment and severe reaction to 
death of latter. For five years prior to admission did not asso- 
ciate with others, restless, but managed to continue domestic work 
in hotel until about two weeks prior to admission when her actions 
were so peculiar employer refused to keep her at work. In her 
psychosis she shows definite paranoid trend of sexual nature 
against her sister and accuses certain nurses of ‘‘framing”’ her. 
Gave history of miscarriage many years ago and believes people 
make slurring remarks about it. 

Physically—hypertrophied tonsils; blood pressure, 150/110; 
weight 11334 pounds; old perineal laceration; trace of albuminuria; 
basal metabolism rating, —15; red blood cells, 3,750,000; hemo- 
globin, 85 per cent. 

During course of treatment was very cooperative with physician 
but paranoid delusions increased in intensity. Showed considerable 
increase in motor activity, more excitable and has been shouting 
and screaming out of windows in reaction to auditory hallucina- 
tions. At times is mildly elated. Blood pressure has varied from 
150/110 to 140/108; weight at the end of treatment, 10814 pounds; 
basal metabolism rating during treatment, +5, at the end of treat- 
ment, —18; red blood cells, 3,900,000; hemoglobin, 85 per cent. 





Case 6: L. B. Dementia precox, paranoid; a 38-year-old woman, 
admitted May 29, 1934. Mother was mentally ill. Married a crim- 
inal who later deserted her, contracted Ge. and had several mis- 
carriages. In 1921, following post-partum delirium, developed a 
frank psychosis characterized by paranoid persecutory delusions 
against husband to which she reacted in an excited manner. She 
improved but paranoid trend continued and increased in scope, 
with ideas of electrical influence and trend against chief of police. 
Lately has shown increase of paranoid ideas, extremely antagon- 
istic, impulsive, assaultive and has ideas of grandeur. 
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Physically—obese; weight, 208 pounds; blood pressure, 120/90; 
slight albuminuria and glycosuria; basal metabolism rating, —10; 
red blood cells, 3,850,000; hemoglobin, 80 per cent. 

During the course of treatment showed no improvement and the 
injections fitted into her delusional trend. She had always thought 
the food was poisoned; now thinks poison (iodine) is being injected 
and fed to her and after each treatment claimed she could feel 
froth in her throat. On this basis has become more violent and 
threatens to kill the physician. Blood pressure remained unal- 
tered, appetite which was already good increased and there was 
gain of 4 pounds in weight; pulse rate showed only usual variation 
due to periods of excitement; still has trace of albuminuria and 
sugar; basal metabolism rating during treatment, +11, at the end 
of treatment, +9; red blood cells, 3,900,000; hemoglobin, 80 per 
cent. 

Case 7: A. W. Dementia precox, paranoid; a 32-year-old 
woman, admitted May 5, 1934. Father generally regarded as pe- 
culiar, a maternal aunt psychopathic. Patient is of introverted 
personality. Psychosis was of acute onset, about three weeks be- 
fore admission, characterized by delusions that neighbors tried to 
‘‘frame’’? her and published articles about her and the man with 
whom she kept company. These ideas apparently were founded on 
guilt feelings over her secret relations with her lover. Finally 
thought neighbors called her ‘‘prostitute’’, became excited, de- 
pressed and agitated. Here she was anxious, self-absorbed and 
said the neighbors used a machine to read her mind, accused out- 
side physician of being against her and reacted to auditory hallu- 
cinations. Left the hospital for brief period but was unable to ad- 
just and on return has entertained same delusions but is more 
cheerful. 

Physically—of pyknic habitus; blood pressure, 100/80; weight 
126 pounds; basal metabolism rating, —14; red blood cells, 4,700,- 
000; hemoglobin, 85 per cent. 

Showed no reaction to treatment; still thinks neighbors and doce- 
tor ‘*framed’’ her and that her mother cannot see through the situ- 
ation. Blood pressure showed only slight variation, 100/80-115/85 ; 
gained 914 pounds in weight; basal metabolism rating during treat- 
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ment, —16, at the end of treatment, —9; red blood cells, 4,200,000: 
hemoglobin, 85 per cent. 


xy 


Case 8: A. N. Dementia preeox, paranoid; a 27-year-old girl, 
admitted March 28, 1934. Had an gS sone nialaialite: three 
years before admission had a mental upset; was kept at home sinee, 
A few weeks prior to admission became upset over brother’s diffi- 


] } »e } 


culties (he had wreeked another man’s truck); antagonistic and 
yuarreled with sane who abused her. Developed fear of spread- 
ing syphilis, thous he was to be killed and that electricity was 
used on her. ere she has heen depressed, seclusive, entertains 
ideas of electrical influence and mind control; retarded and no 
spontaneous speech. 

Physiecally—asthenie habitus; racl — chest; hypertrophied ton- 
sils; blood pressure, 90/68; weight, 95 pounds; basal metabolism 
rating, —7; red blood cells, 4,500,000: pone ee 80 per cent. 

Showed no reaction to treatment but somewhat more fearful as 
she already had the idea that medicine was being given to slowly 
kill her. Blood pressure varied from 108/64 to 90/68; weight, 90 
pounds; basal metabolism rating vortens treatment, —26, at the 
end of treatment, —15; red blood cells, 4,500,000; hemoglobin, 80 
per cent. 


Case 9: C.S. Dementia precox, paranoid; a 31-year-old single 
woman, admitted June 5, 1954. bateow: rted personality; was al- 
ways very disagreeable with her family. Five years prior to ad- 
mission her thwarted desire to marry a wealthy boy led her to 
develop paranoid persecutory delusions but she managed to adjust 
until nine months before admission when the paranoid ideas again 
eame to the fore; thought a curse was placed on her and later that 
she was full of holy blood. Here she has elaborated greatly on her 
trend, thinks she is a madonna and controls the earth. At times 
is antagonistic, impulsive and has lost interest in her appearance. 

Physically—thyroid palpable; blood pressure, 108/68; weight, 
120 pounds; basal metabolism rating, +4; red blood cells, 4,000,- 
00V0; hemoglobin, 80 per cent. 

There has been no change im condition during the eourse of treat- 
ment; has become slightly more antagonistic and delusional and 
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now thinks she not only controls the world but is representative 
of all nations and speaks all dialects. Blood pressure showed prac- 
tically no variations; gained 16 pounds in weight; basal metabolism 
rating during treatment, +14; at the end of treatment, +1; red 
blood cells, 4,550,000; hemoglobin, 80 per cent. 


admitted September 29, 1954. Marked positive heredity; several 
of maternal ancestors and patient’s mother were mentally ill. Pa- 
tient was a poor student, reaching the eighth grade at 17 years of 
age; was of introverted personality and brooded over her troubles. 
The psychosis, which began less than two months prior to admis- 
sion, commenced with paranoid ideas; thought people wanted to 
get rid of her and tried to poison her. At first there was consider- 
able depression, soon became more restless, seclusive and developed 
‘vatatonic symptoms. She has continued self-absorbed, impulsive, 
resistive and finally became mute. At the time treatment was com- 
menced patient was mute, occasionally laughed in an inappropriate 
fashion and had outbursts of weeping. Her habits were unclean, 
was spoon-fed and resistive. 


Case 10: L. C. Dementia precox, catatonic; a 20-year-old girl, 


Physically—asthenic habitus; pulse rate, 76, poor volume; blood 
pressure, 95/68; weight 90 pounds; basal metabolism test not done, 
patient too resistive; red blood cells, 4,000,000; hemoglobin, 80 per 
cent. 

During the course of treatment patient showed no improvement; 
became so resistive she had to be carried to the treatment room; 
her appetite did not improve, more difficult to feed and continued 
practically mute. Blood pressure showed a little alteration; on one 
oceasion slightly lower, 90/60; weight, 84 pounds; red blood cells, 
4,500,000; hemoglobin, 80 per cent. 


II. GROUP OF INVOLUTION MELANCHOLIA 

Case 1: M. V., female, admitted November 26, 1931, at the age 
of 45. Duration of psychosis three years, six months. Agitated, 
depressed, nihilistic, suicidal. Condition at time of treatment re- 
sistive, melancholy with guilt ideas and desire to die. Hopeless 
and picking flesh. 
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Physically—weight, 131 lbs; blood pressure, 118/80; basal metab- 
olism rating, —1; red blood cells, 3,250,000; hemoglobin, 90 per 
cent. Urine showed trace of albumin. 

After the two courses of treatment patient remained depressed, 
hopeless and picking flesh. The only event of any significance dur- 
ing treatment was the writing of two letters to her husband which 
she had not done before for three years. Physically she gained 
6 pounds; red blood cells, 3,600,000; hemoglobin, 80 per cent; basal 
metabolism rating during treatment, +3, at the end of treatment, 
—-1; urine shows no change. 





Case 2: M. D., female, admitted February 1, 1934, at the age of 
51. Duration of psychosis one year, seven months. Depressive 
make-up. Paced floor, picked skin, hopeless, wringing hands con- 
stantly and talking about suicide. Apprehensive, and suspicious 
through fear. Very resistive, and groaning constantly. 

Physically—blood pressure, 140/80; weight, 93 pounds; red blood 
cells, 3,500,000; hemoglobin, 70 per cent; basal metabolism rating, 
—l7. 

During the course of treatment and subsequently she became re- 
sistive. Shows no interest. Physically—has lost 5 pounds; blood 
pressure, 140/90 to 145/110; red blood cells, 4,500,000 ; hemoglobin, 
70 per cent; basal metabolism rating during treatment, —14, at the 
end of treatment, —14. 


Case 3: J. W., female, admitted May 4, 1934, at the age of 50. 
Duration of psychosis one year, four months. Unstable heredity. 
Agitated, depressed, emotional, self-accusatory, soul is lost. 

Physically—myoecarditis and systolic murmur; blood pressure, 
126/92; weight, 18514 pounds; basal metabolic rating, +7; red 
blood cells, 3,600,000; hemoglobin, 90 per cent; urine showed faint 
trace of albumin. 

A mild temporary improvement was noted in this case during the 
course of treatment and for a short while afterwards; but she soon 
became again agitated and depressed. Physically—gained 7 pounds 
in weight; blood pressure increased from 114/72 to 120/90; slight 
trace of albumin still in urine; basal metabolism rating during 
treatment, +9, at the end of treatment, +11; red blood cells, 
4,700,000; hemoglobin, 80 per cent. 
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Case 4: A. R., female, admitted July 31, 1934, at the age of 51. 
Duration of psychosis 10 months. Mother and sister insane. Agita- 
tion, fear, anxiety. Hair picked off head, sores picked on face, vio- 
lence on basis of fear and suspicion, screamed and paced floor. 

Physically—much reduced; blood pressure 106/65; weight 90 
pounds ; basal metabolism rating not done, patient too restless; red 
blood cells, 3,500,000; hemoglobin, 70 per cent. 

During first course of treatment she became cooperative and 
somewhat less agitated, saying that she felt better and ceased pick- 
ing flesh for about two weeks. During second course of treatment, 
however, she became antagonistic, violent, noisy and much more 
resistive. Physically—lost 6 pounds in weight; blood pressure in- 
creased from 106/65 to 110/70; red blood cells, 4,000,000; hemo- 
globin, 75 per cent. A month after the second course of treatment 
patient again quieted down and at the present time has greatly 
improved and regained her lost weight. 

Case 5: E. D., female, admitted January 18, 1934, at the age of 
53. Duration of psychosis, 16 months. Two sisters and a nephew 
insane. Insomnia, attempted suicide, agitation, picked flesh, rapid 
physical reduction. 

Physically—weight, 8414 pounds; some albumin in urine; blood 
pressure, 120/92; tremors and clouding of lenses; red blood cells, 
4,000,000; hemoglobin, 90 per cent; basal metabolism rating not 
done, patient too resistive. 

Patient has improved somewhat but during second course she 
became antagonistic and very resistive and is again very agitated. 
Physically, she has gained 514 pounds in weight and the tremors 
of face and hands have decreased and she appears a little quicker 
in her movements; blood pressure increased from 118/82 to 
130/100; red blood cells, 4,400,000; hemoglobin, 90 per cent. Urine 
still has trace of albumin. 


Case 6: S. B., female, admitted June 6, 1934, at the age of 42. 
Duration of psychosis one year, one month. Depressed, agitated 
and self-aecusatory, ideas of guilt and sinfulness, anxiety. Poor 
appetite. Confused, ideas of unreality. At beginning of treatment 
mute and stuporous. 
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Physiecally—pasty color; undernourished body; weight 110 
pounds; blood pressure 116/78; red blood cells, 3,750,000; hemo- 
globin, 80 per cent; basal metabolism rating not done. 

Remained mute and sullen throughout treatment but has not re- 
sisted the administration. Appetite has not improved; she has 
gained 1 pound only; blood pressure, 120/85 before, 120/85 now; 
red blood cells, 5,000,000; hemoglobin, 80 per cent. 


Case 7: KE. G., female, admitted June 14, 1934, at the age of 53. 
Duration of psychosis 11 months. Over-conscientious personality, 
Agitated, depressed, apprehensive, resistive and confused. 

Physically—weight 96 pounds; blood pressure, 160/100; no blood 
count done; too frightened and resistive to allow collection of blood 
for count; hemoglobin, 70 per cent. Aortie second sound accentu- 
ated; urine showed trace of albuinin; basal metabolism rating not 
done. 

Becaine more agitated and apprehensive than before. Physically 
she lost three pounds. Blood pressure from 144/82 to 140/80. 

Case 8: C. O., female, admitted February 8, 1934, at the age of 
93. Duration of psychosis one year, six months. Irritable and de- 
pressed, restless, ejaculations of depressive phrases, ideas of un- 
reality, body drying up, hopeless. 

Physically—undernourished, large-boned woman; weight 108 
pounds; red blood cells, 4,750,000; hemoglobin, 80 per cent; basal 
metabolism rating, +12. 

Feels no better, *‘never can be any better’’; is just as hopeless as 
ever. Physically—lost 2 pounds; red blood cells, 4,850,000; hemo- 
globin, 80 per cent. Basal metabolism rating during treatment, 
—9: at the end of treatment, —8. 


Case 9: M. O., female, admitted February 17, 1933, at the age 
of 55. Duration of psychosis one year, 11 months. Loss of weight, 
hypochondriacal ideas, worry over finances, loss of interest, sui- 
cidal threats with one abortive attempt. Guilt ideas, deep depres- 
sion. 

Physieally—weight 9714 pounds; blood pressure, 126/80; basal 
metabolism rating, —5: urine showed faint trace of albumin; red 
blood cells, 3,000,000; hemoglobin, 70 per cent; mitral systolic 
heart murmur. 
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No improvement In any way noted. In fact, she has become more 
resistive to necessary care; is now incontinent which she was not 
previous to treatment and } ite noisy at nieht. Physically she 
gained 114 pounds; blood pressure has increased from 126/80 to 
130/100; basal metabolism rating during treatment, —5; at the 
end of treatment, —9. 


Case 10: H. D., admitted September 22, 1934, at the age of 
53. Duration of psychosis one year, three months. Grandmother, 
two uneles and one aunt insane. Avcrage intelligence. Depression 
with repeated suicidal attempts, marked apprehension. No evi- 
dence of hallucinations or cd lusion 

Physically—poorly nourished ; mitral systolic murmur not trans- 
mitted; blood pressure, 136/98; weight, 10144 pounds; red blood 
cells, 3,300,000; hemoglobin, 50 per cent; basal metabolism rating 
not done. 

After third injection showed a slight temporary improvement. 
She came to the treatment room without resistance where before 


it had required three nurses to bring her (hove. This was probably 
due to the fact that there was no longer any uncertainty about what 
was going to happen to her. She was less resistive on ward for a 


while. On several occasions has laced her own shoes and assisted 
in dressing. Three weeks after the second course of treatment she 
became again depressed and resistive. At completion of treatment 
the patient has gained 4 pounds; blood pressure increased from 
140/98 to 145/100; red blood cells, 4,500,000; hemoglobin, 80 per 
cent. 
COMMENTS 

None of the patients of the dementia precox group (Table I) im- 
proved mentally. The two catatonie patients (Cases 4 and 10) 
became more negativistic and resistive. Five of the paranoid pa- 
tients beeame more delusional and two among them (Cases 6 and 
8) utilized the treatment procedure in their delusional formations. 
One (Case 9) became rather negativistic, while another paranoid 
patient (Case 2) did not react to the treatment in any way. The 
two hebephrenie patients (Cascs 1 and 3) showed no reaction to the 
therapy. As to the changes in the general somatic state four lost 
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from one to six pounds, five patients gained from two to nine 
pounds and one patient (Case 9) showed an increase of 16 pounds, 
This patient incidentally became more resistive. The basal metab- 
olism ratings before treatment with one exception (Case 9) showed 
minus values ranging from minus 3 to minus 30. During the course 
of treatment approximately one month after the original readings 
were made, only a few showed any significant change. There were 
insignificant variations in both directions at the end of therapy. 
The erythocyte counts prior to institution of treatment were within 
normal limits in six cases while in the other four the blood picture 
suggested a mild secondary anemia. At the end of treatment there 
was a slight increase in the red cell count, especially in cases with 
original low counts. The hemoglobin percentages were within 
normal limits before treatment with the exception of one case; 
there was little change at the end of the course of treatment. 

Of the involution melancholia patients (Table I1) only one (Case 
4) improved and still maintains her improvement. Three other 
patients (Cases 3, 5 and 10) after a short period of improvement 
relapsed and the remaining six patients did not react to the therapy 
at all. Six of the patients gained a few pounds, while the other 
four lost in equal proportion. It is interesting that the three pa- 
tients (Cases 3, 5 and 10) who had a temporary improvement 
gained seven, five and one-half, and four pounds respectively at 
the end of therapy while the patient with the sustained improve- 
ment (Case 4) first lost six pounds but later regained them. The 
basal metabolism readings made in the five cases prior to the insti- 
tution of treatment showed normal values with the exception of 
Case 2 with a relatively low reading of minus 17. The changes 
during treatment and at the end of the therapy were not significant. 
Six of the cases had a rather relatively low erythrocyte count prior 
to the institution of treatment; they all showed an increase at the 
end of therapy; in some instances the gain was quite pronounced; 
1,250,000 cells in Case 6 and 1,200,000 in Case 10. In a few eases 
the hemoglobin values before treatment were relatively low; there 
were four cases with 70 per cent hemoglobin. Insignificant changes 
in the hemoglobin percentages were noted at the end of treatment. 
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CONCLUSIONS 

A synthetic preparation of hemotoporphyrin was used intramus- 
cularly and orally in 10 women patients with dementia precox and 
10 involution melancholia patients of the same sex. 

None of the dementia precox group showed any signs of im- 
provement under this therapy. The catatonics became more nega- 
tivistic and the paranoid patients more delusional, some of them 
having utilized the treatment procedure in their delusional for- 
mations. 

One of the involution melancholia patients improved consider- 
ably. Three other patients showed a mild transitory improvement 
and the other six patients remained unchanged. 

Slight variations in weight were noted after treatment in both 
the dementia precox and involution melancholia patients. 

There was a tendency to low basal metabolism values prior to 
treatment in the dementia precox group. Insignificant changes 
were noted in the oxygen consumption rate during and at the end 
of treatment in both groups. There was a larger number of cases 
with relatively low blood counts prior to the institution of treat- 
ment in the involution melancholia group as compared to the de- 
mentia preeox group. Inprovement in the blood picture at the end 
of treatment was noted in the involution melancholia patients. 
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TREATMENT OF SCHIZOPHRENIA WITH PROLONGED NARCOSIS 


BY PAUL HOCH, M. D., 
MEDICAL INTERNE, MANHATTAN STATE HOSPITAL 

Psychiatric therapy has been for a long time concerned with the 
problem of knowing how to influence states of excitement. Because 
we are still lacking in knowledge about the etiology of many excited 
states, this treatment remained more or less symptomatic. The 
first effective therapeutic measure for this purpose was hydro- 
therapy, still a very useful therapeutic adjunct. In the second half 
of the nineteenth century a number of hypnotic and narcotic drugs 
were introduced. Many of them are effective and still widely used, 
but are not entirely satisfactory. Some of the drugs, e. g., bromide, 
paraldehyde, and scopolamin, have been used as temporary meas- 
ures but in their use for prolonged sedative effects many unfavor- 
able toxic symptoms developed. Some workers gave, however, 
large doses of bromides or paraldehyde over a long period, to the 
point of toxicity, because they observed some benefit to excited pa- 
tients. Some even emphasized that the drugs influenced not only 
the excitement, but the underlying mental diseases as well. The 
drugs were used in all types of psychoses with known and unknown 
etiology. 

In the last few years the pharmacological industry has succeeded 
in producing hypnotics and narcoties which are more powerful in 
their action and less toxic in their effect even in large doses. 

Klasi was one of the first who methodically tried prolonged nar- 
cosis in the psychoses. He felt that, since excitement, hallucina- 
tions and delusions are often the expression of an overactive cen- 
tral nervous system, by diminishing the irritability of the nervous 
system through narcosis he could mitigate the excitement and the 
other psychotic manifestions. He claimed further that schizo- 
phrenic patients benefited most from this treatment, because it 
diminished the autism and allowed greater access into the com- 
plexes of the individual. For Klasi prolonged narcosis is a: very 
useful procedure in establishing contact with the patient and pre- 
paring him for psychotherapy. 

Klasi used somnifen for prolonged narcosis. Lutz, Miiller and 
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myself employed dial or luminal, alone or in combination with sco- 
polamin. In this country sodium amytal has been used as the drug 
of choice. In the last few years two new narcotics, avertin and 
pernocton, have been used extensively in Germany. 

The scopolamin-luminal narcosis is too well known to be dis- 
eussed at length. During the 24-hour period the patient is given 
an initial subcutaneous dose of scopolamin grain 1/60. This is fol- 
lowed three hours later by 3 grains of luminal, subeutaneously or 
per rectum and the luminal is repeated every six hours. This 
whole procedure is repeated for six or eight days. 

Avertin, a tribromathylaleohol, is a white powder easily soluble 
in warm water. The dose is 3/4 of a grain per pound of body 
weight. The drug always should be administered per rectum. To 
counteract the lowering of the blood pressure which avertin causes 
one should administer with the avertin 1 ¢.c. of 1-1000 solution of 
adrenalin or ephedrin. The patient should be watched carefully. 
‘The drug should not be used in aged individuals or those who show 
cardiovascular and renal system diseases. One dose is usually suf- 
ficient to quiet a severe excitement. The drug takes effect within 
15 to 20 minutes and the effect lasts eight to ten hours. 

The procedure for prolonged narcosis with avertin-luminal is as 
follows: The treatment is usually carried out over a period of six 
days. The first day the patient is given the above-mentioned dose 
of avertin combined with adrenalin. After eight to ten hours the 
patient is given three grains of luminal. The luminal is repeated 
every six hours for the rest of the first day and is given also during 
the second day at six-hour intervals. The same dose of avertin is 
again repeated on the third and fifth day. During the remaining 
intervals luminal alone is given. Only in severe excitements should 
an additional dose of avertin be given on the second day. 

Pernocton is the sodium salt of butyl bromallylbarbituracid and 
can be given either intravenously, intramuscularly or subcutan- 
eously. The dose is one ¢.c. per 30 pounds body weight. The effect 
is very prompt and lasts about eight hours. The procedure with 
pernocton is carried out in combination with luminal in the same 
manner as with avertin. The advantage of pernocton is that it is 
more powerful and less toxie than avertin. 
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Three groups of schizophrenic patients were treated in the Psy- 
chiatric Clinic in Zurish and in the Neuropsychiatric Clinie in 
Goettingen with the above-described methods. The first group was 
treated with scopolamin-luminal, the second with avertin-luminal, 
and the third with pernocton-luminal. 

To compare the effects of the different drugs 25 acute and 25 
chronic schizophrenic patients were selected for each procedure, 
The following table gives the distribution of the different types of 
schizophrenia in each group and shows the results of the three 
methods of treatment. 

The cases other than those reported as recovered or much im- 
proved were only somewhat improved or unimproved. 

Klasi, who introduced prolonged narcosis, outlined the indica- 
tions for its use in cases of schizophrenia. He advised it for pa- 
tients who show episodes of excitement or apprehension. He also 
indicated its further use in quiet patients who showed marked nega- 
tivism or severe autism. 

Following such treatment he observed good results in cases with 
pronounced hallucinations and in cases with catatonic stupor. 
Stereotypies often disappeared after prolonged narcosis. 

Others who employed Klasi’s method of prolonged narcosis also 
observed beneficial results in stuporous and negativistie schizo- 
phrenics. They found, however, that cases who show acute excite- 
ments with manic or depressive features give the best results. 
They strongly recommend this treatment in catatonic patients who 
run a rapid course which leads to fatal outcome if treated with the 
usual sedatives only. 

On the basis of my experience I want to outline the following in- 
dications for prolonged narcosis in schizophrenics. 

All acute schizophrenic patients with excitement, depression or 
apprehension are suitable cases for prolonged narcosis. The most 
favorable results are obtained in cases of acute catatonic excite- 
ment. Less favorable results are observed in stuporous cases and 
in mute, manneristic catatonias with stereotypies and other psy- 
chomotor phenomena. Quiet, self-absorbed catatonic patients are 
also suitable for treatment to lessen the autism and diminish the 
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negativism. In these cases the procedure employed is preliminary 
to a psychotherapeutic approach. 

Chronic or slowly developing forms of catatonia are not much 
influenced by prolonged narcosis. While one is able to influence 
the hallucinations and the patient may become more accessible the 
effeet is only temporary. 

No beneficial results have been observed in eases of dementia 
simplex or in cases of schizophrenia accompanied with mental de- 
ficiency unless episodes of excitement or depression are present. 
The treatment is used primarily to control the excitements: No 
effect upon the psychosis per se ean be expected. 

Quiet, paranoid schizophrenic patients are not influenced by the 
treatment. Those who showed active hallucinations find relief 
from the prolonged narcosis but the suspicious, paranoid attitude 
remains unchanged. Patients may show a greater accessibility. 

The greatest value of prolonged narcosis is seen in cases of se- 
vere catatonic excitement, so-called ‘catatonia acutissima’ which 
runs a fulminating course. These cases show marked agitation, 
rapid cardiac action, high fever and severe vasomotor disturbances. 
The mortality in these cases is greatly lessened by this treatment. 

Prolonged narcosis influences mostly the emotional disturbances 
in schizophrenia. It is also possible to break through the autism 
of the patient to a certain degree: However, the associational dis- 
turbances of schizophrenia are never affected. One therefore finds 
the sleeping cure totally ineffective in patients with dementia pre- 
cox who show marked incoherence. 

Cases whose psychosis was precipitated by an actual conflict in 
the environment respond most favorably to the treatment. 

It is important to mention that, while prolonged narcosis is a 
valuable method, better results are obtained when certain psycho- 
therapeutic measures are employed after completing the narcosis. 
Upon awakening from the narcosis the patient should be promptly 
transferred to a quiet ward. Occupational therapy should be em- 
ployed immediately where it is practicable. Psychotherapy is indi- 
cated for patients who become accessible therefor. 

Should the patient show rapid improvement within a few weeks 
following the prolonged narcosis early parole should be considered ; 
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this act in itself will serve as a strong psychotherapeutie measure. 
Schizophrenic patients especially who show marked improvement 
should not be permitted to remain even a day longer in the hospital 
than is absolutely indicated. 

Several methods of prolonged narcosis have been described. Up 
to the present no other comparative studies with the different 
methods by the same investigator have been attempted. Such an 
evaluation is necessary to determine which is the method of choice 
from the point of view of effect, toxicity, ease of administration. 

My own study does not point to any marked differences between 
the three methods which I have employed. However, this is not 
conclusive and should be further investigated. 

The important role which the excitements play in the psychoses 
have received inadequate attention. The results of the treatment 
of the exeited states with prolonged narcosis have been most grati- 
fying even though the treatment is only symptomatic. 
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SOME DETERMINANTS OF FAVORABLE RESULTS IN PSYCHIATRIC 
PATIENTS* 
BY OSWALD J. McKENDREE, M. D., 
UTICA STATE HOSPITAL 

Instead of psychoanalysis the majority of psychiatrists prob- 
ably employ mental analysis. In other words they attempt to ana- 
lyze the conduct and mental expression of their patients, and if 
possible find the conscious or unconscious disharmony which has 
made the individual ill. [ven if they are unsuccessful in doing this 
to their satisfaction, they can observe their patients closely and 
attempt to find a clue which will indicate to them the type of ther- 
apy needed. 

The longer one remains in the field of psychiatry, the greater 
becomes the realization that the early recovery of a patient fre- 
quently hinges upon some simple remedial measure. This the 
writer will attempt to illustrate by presenting a few cases and ob- 
servations which he hopes will be of interest from a therapeutic 
standpoint. 

Some patients improve when they can be occupied with work 
which they formerly did on the outside or were learning to do. 
The writer has in mind two young women who were skilled as 
typists. Improvement in their mental condition was noted shortly 
after they were allowed to do typing in the occupational therapy 
or social service departments. Another who had been a beauty spe- 
cialist before her mental upset was allowed to work in the hospital 
beauty parlor. This employment did much to hasten her recovery 
and prepared her for the resumption of her trade when she was 
paroled. 

Another group of patients will date the beginning of their im- 
provement to some information which was given to them by their 
physicians or nurses. One of this type told the writer that during 
a portion of her psychosis, because of excessive psychomotor activ- 
itv, she was not allowed to see her relatives. As a result she de- 
veloped the idea that they must be dead. When she informed her 
physicians of this belief, visiting restrictions were removed. She 


*Read at the Interhospital Conference held at Utica, N. Y., May 4, 1935. 
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was seen by her relatives and believes that as a result her recov- 
ery was initiated. Another patient whom the writer recalls was 
depressed because her father was out of work and she was con- 
cerned for his welfare. During the height of her psychosis she 
was informed that he had obtained a position and shortly there- 
after began to show improvement. One, who was eventually pa- 
roled, stated that during her psychosis she had the idea that she 
would never be allowed to leave the hospital. When told that she 
could go on a visit to her home and husband, her psychotic symp- 
toms gradually disappeared. 

Many patients improve when they are moved to a different ward 
with its new surroundings. The writer has in mind a patient of 
middle age who appeared to be developing chronic mania. Occa- 
sionally she would have fairly lucid intervals when it seemed that 
a recovery might take place. Her manic symptoms, however, al- 
ways returned. During one of her quieter periods, she was trans- 
ferred to a different section of the hospital where she improved 
steadily and eventually was paroled home. 

Some patients attempt to improve their condition in one way or 
another when encouraged by a fellow patient who is well along the 
road to recovery. Others form a friendship on the ward and if 
allowed to associate with the person to whom they have taken a lik- 
ing their progress is more satisfactory. The writer has in mind 
two young women in their early twenties, the one diagnosed de- 
mentia praecox of the catatonic type and the other manic-depressive 
psychosis, manic stupor. The latter had had several exacerbations 
of her illness, particularly after visits home. Recently she became 
friendly with the other patient in question and her improvement 
seems to date back to the beginning of this friendship. 

Occasionally a patient will improve through some agency over 
which neither he nor those in attendance have entire control. For 
example, a patient with dementia pracox is recalled who had 
very pronounced delusional ideas. She went about the ward hold- 
ing her nose with one hand, saying ‘‘ Phew!’’ whenever she passed 
another patient, as though she smelled some foul odor. Fre- 
quently she complained of disagreeable voices. At times the 
latter became so unpleasant that she begged to be sent to a differ- 
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ent ward where she hoped to be free of her tormentors. She de- 
veloped lobar pneumonia and was isolated on one of the sick wards, 
A few days after her recovery from this physical illness she was 
entirely free of her delusional ideas and hallucinations. She gave 
no indication that she was annoyed by disagreeable odors when 
others came in close contact with her. However after a week or 
two of freedom from her psychotic symptoms she suffered a re- 
lapse. Up to the time of her departure from the Utica State Hos- 
pital several months later to receive treatment for tuberculosis in 
a neighboring institution, her chief symptoms consisted of delusions 
and auditory hallucinations. She no longer placed her hand over 
her nose when approached by others. 

Another individual suffering with the depressed type of manic- 
depressive psychosis began to improve following an attack of sear- 
let fever and eventually was paroled. The attention of the writer 
has been called by other members of the staff to patients showing 
temporary mental improvement following a fracture of the leg, an 
attack of grippe or a tonsillectomy with accompanying ether 
anesthesia. 

Cases of involution melancholia who have been hospitalized for 
a considerable period of time and who have shown no suicidal tend- 
encies for many months occasionally show improvement and even 
recover to a large degree when they are allowed to return home, 
Of course care should be taken in selecting these patients and the 
physician who assumes the responsibility for the parole must be 
sure that proper supervision can be given at home. The writer 
has in mind a woman who walked about the ward wringing her 
hands in an agitated manner, complaining that she was a devil and 
would be boiled in oil, saying over and over to herself, ‘‘O my God, 
my God.’’ Her relatives requested that she be paroled. This was 
done against advice. Steady improvement in her mental condition 
was soon noted. Her agitation gradually disappeared. She now 
goes on shopping tours with her daughter, does her housework, and 
has gained in weight. Although not entirely recovered her adjust- 
ment has been very satisfactory outside of the hospital. 

Four cases of dementia preecox who showed unexpected improve- 
ment stand out prominently in the writer’s mind, and the progno- 
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sis for each was considered poor. One was a man, aged 28, and 
the others young women in their twenties. Some information as 
to their condition in the past might be apropos. 

The first is that of a World War veteran who was drafted No- 
vember 11, 1917, and after being sent to Camp Upton ran away and 
was absent without leave for eight months. He was arrested and 
sent to an army hospital, later being transferred to the Utica State 
Hospital where the diagnosis made was dementia precox, hebe- 
phrenic type. He admitted hearing imaginary voices and believed 
that he had been poisoned. Occasionally he hid under his bed. 
Many other symptoms of dementia prwecox were present. He at- 
tended various entertainments given for soldier patients but dis- 
played little interest in them. In 1928 he was discharged to the 
United States Veterans’ Hospital at Northport, Long Island. 
Eventually he was paroled to the custody of his committee who was 
the owner of a farm. The latter gave him work to do such as pol- 
ishing harness, pulling nails out of old lumber and straightening 
them for future use, and other chores of a simple nature. Later, he 
had shown sufficient improvement to allow him to go horseback rid- 
ing and assume more responsible duties. In his present surround- 
ings he has shown considerable improvement in that he is less se- 
clusive, spontaneously greets those about him, appreciates im- 
proved living conditions and better wearing apparel, and is making 
progress in drawing under the direction of a teacher. His friends 
when they see him comment on his good adjustment. 

The second, a case of dementia precox, hebephrenic type, devel- 
oped her psychosis after giving birth to twins. She talked of her 
incarnation and considered herself the only person left on earth; 
thought that she had killed everyone else and that she should kill 
herself for that reason. She made several suicidal attempts at 
Bloomingdale Hospital where she was sent. Later she was ad- 
mitted to the Utica State Hospital. In this institution, she was 
somewhat restless, her thoughts were scattered and she fre- 
quently indulged in autistic thinking. Her production was rather 
scanty and superficial. She admitted auditory hallucinations and 
would smile without apparent reason. She claimed that she had 
taken arsenic, and referred to the twins as a bad mistake. She has 
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felt that everyone could notice everything that went on behind the 
thin curtains in her home. On the ward she was seclusive, impul- 
sive, and indifferent to her personal appearance. At times assaul- 
tive tendencies were shown. She was allowed to do some occupa- 
tional therapy work which was done fairly satisfactorily. When- 
ever given instructions by the therapists in charge, she became re- 
sentful and stated that they were ignorant and rude. In July, 
1934, she was allowed to go on a visit of two months against advice, 
Later she was paroled to the custody of an aunt who is a nurse 
and a very congenial, capable woman. The patient has been seen 
from time to time at a neuropsychiatric clinic and occasionally has 
visited the hospital with her aunt. <A decided improvement both 
mentally and physically has been noted. A recent report states 
that she does errands, helps with the housework, knits, sews, does 
very little day-dreaming, takes an interest in newspapers, books, 
and topics heard over the radio, Her personal appearance is neat. 
There is no lack of coherence in her thought content and she is very 
agreeable. 

The third was also diagnosed dementia precox of the hebephrenic 
type. She was a young woman aged 21, admitted to the Utica State 
Hospital on June 24, 1933. Her illness is said to have begun in 
1931. The onset was gradual. During the four months prior to her 
admission her condition had been much worse. In March, 1933, the 
patient witnessed an automobile accident and from then on was 
afraid to go out or see anyone. She imagined that she was married 
to a young man with whom she had kept company for a year. She 
talked about television and answered her own questions. She said 
that she had been doped, and became threatening to her relatives. 
Among other things, she told her physician that everything cooked 
at home was doped to render her senseless, and at night she was 
assaulted sexually, fellatio being performed upon her. Thus she 
knew that she was pregnant although she admitted menstruating 
regularly. At one time her father had power over her and the 
motive for this was revenge. She believed that everyone was fall- 
ing in love with her. She complained of some mysterious operation 
having been performed upon her at night. She showed some facial 
grimacing. Later she was overtalkative and noisy. Intellectually 
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she was apparently of borderline intelligence being unable to an- 
swer questions at the 14-year level. She was placed on sodium bro- 
mide therapy—grains 90 to 120 per day. In September, 1933, she 
became critically ill, apparently from bromide intoxication and 
after a period of two weeks developed a bronchopneumonia. At 
times she appeared delirious, experiencing auditory and visual hal- 
lucinations. Reeovery from this illness was gradual and during the 
latter part of November, 1933, a steady improvement was noted in 
both mental and physical spheres. She gained in weight, appeared 
brighter and assisted with some of the light work on the ward. At 
this time she was still silly and childish but her conversation was 
more coherent and her thoughts were less disconnected. She con- 
tinued to improve and on January 20, 1934, she was paroled. At 
monthly intervals she has reported to the follow-up clinic and seems 
to have made a satisfactory adjustment. She was discharged Janu- 
ary 20, 1935, much improved. At that time there was no evidence 
of hallucinations nor delusional ideas, although she continued 
rather shallow and childish. Her only complaint was of occasional 
nervous tension which responded readily to bromide therapy. 

The fourth case is that of a girl aged 22, admitted to the Utica 
State Hospital on September 15, 1931. She is said to have been 
peculiar as a child. At the age of five she would often stop talking 
to her playmates for several days at a time. In her third year of 
high schoo] she began to brood and developed a feeling of inferior- 
ity. She became discouraged and left. Later she attended busi- 
ness school but could not seem to make any headway with her 
typing. She then worked as a domestic, earning $10 a week. After 
leaving school she became more seclusive, quiet and less sociable. 
She brooded because she had neither money nor clothes. While 
attending high school she was told that her thyroid gland was en- 
larged. She worried about this more or less and received treat- 
ment from her physician which made her feel better. Later her 
physician told her that she might have to undergo an operation 
which would cost $200. This the patient could not afford. She 
was admitted to the Gallinger Hospital in Washington, D. C., fol- 
lowing a suicidal attempt while on a visit to that city. Com- 
plained that she had an inward goiter which made swallowing diffi- 
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cult and shut off her breath. Her thyroid gland was enlarged but 
her basal metabolic rate was only 2 plus. She was introverted, 
seclusive and depressed, and sat in a corner by herself with her 
hands over her face. If pressed with questions became irrit- 
able and wept. She was transferred to the Utica State Hospital on 
September 15, 1931, where a diagnosis of dementia precox, hebe- 
phrenic type, was made. Physical findings were not unusual with 
the exception of a moderately enlarged thyroid gland. Among other 
things she said, ‘‘My goiter presses against my neck and I can’t 
keep my mind on anything.’’? Added, ‘‘I just can’t think of any- 
thing and I don’t know what I am doing.’’? On the ward she was 
silly and childish, frequently was observed laughing to herself for 
no apparent reason, and would seldom carry on a conversation. 
She would do no work and took no interest in her surroundings. 
On one oceasion she requested Dr. Hutchings to have her thyroid 
removed and he advised that surgical treatment be instituted. <Ae- 
cordingly a partial thyroidectomy was performed following which 
she showed steady improvement mentally in that she was less silly, 
more interested in her surroundings and more industrious. She 
was eventually placed on an open ward and given some work to do 
in the sewing room. Recently she was paroled to the custody of 
her brother. Although still superficial and childish, she has made 
no more suicidal attempts. 

In the first and second cases the patient was paroled to an intelli- 
gent individual who could provide proper supervision and apply the 
principles of occupational therapy, habit training and possibly a 
homely form of psychotherapy. These two individuals could easily 
have remained in an institution for an indefinite period of time and 
would have been an expense to the State or Federal government. 
The third is interesting because there apparently was a combination 
of fever and bromide therapy. In addition the patient had been 
diagnosed dementia pracox, hebephrenic type by the hospital staff. 
The writer has had the privilege of seeing her in the follow-up 
clinic and her mental and physical improvement has been remark- 
able. She still presents minor defects but unless her past history 
were known one would never suspect that she had been psychotic. 
The last case illustrates the value of surgery in psychiatry. In the 
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writer’s experience surgery is perhaps better indicated where the 
physical defect, whatever it may be, plays an important part in the 
delusional trend or can be directly isolated as one of the main 
causes for the existence of a psychosis. 

To summarize: Many patients may be materially helped by 
some simple therapeutic measure which can only be chosen after 
the patient’s aptitudes, conflicts or desires are known. Others im- 
prove with a change of environment. Some are benefited by a 
friendship with another patient on the ward. Occasionally physi- 
cal illnesses or some unusual incident in the patient’s daily routine 
produces startling recoveries or temporary improvements. Some 
eases of involution melancholia who have shown no suicidal tend- 
encies for a considerable period of time, under proper supervision 
show a distinct improvement when allowed to return home or 
to the homes of relatives or friends. Cases of dementia precox 
with a poor prognosis who do not seem to be particularly benefited 
by hospitalization sometimes improve when paroled to a sympa- 
thetic, intelligent friend or relative who can give them proper su- 
pervision. Surgery is of definite value when a physical defect can 
he remedied thereby eliminating a source of mental conflict. 
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THE APPLICATION OF OCCUPATIONAL THERAPY IN THE 
TREATMENT OF MENTAL ILLNESSES* 


BY HAROLD A. POOLER, M. D., 
SENIOR ASSISTANT PHYSICIAN, BINGHAMTON STATE HOSPITAL 

There is no longer a question in the minds of physicians em- 
ployed in the various mental hospitals as to the value of occupa- 
tional therapy in the treatment of mental diseases. Its success 
depends upon its practical use and adaptation to the requirements 
of the patient. It is no panacea. It is a means of directing the 
patient’s thoughts away trom his own personal problems and aids 
him in adjusting himself to reality. It helps him to control his ab- 
normal emotional responses toward his mental difficulties and di- 
rects those responses ina more healthful direction. It trains him to 
give up his asocial and antisocial behavior and to express socially 
useful and acceptable modes of living. It changes his unproductive 
activity into productive activity and produces feelings of content- 
ment and satisfaction which are so important in mental health. It 
provides a direct pathway from phantasy to fact. 

Occupational therapy is an adjunct to psychotherapy and medi- 
cel treatment, supplementing them and increasing their value, thus 
bringing about an improvement or recovery, plus a decrease in the 
length of hospitalization. 

In this paper, I do not plan to discuss fully any special form of 
this therapy but to state its purpose; to suggest certain views which 
1 have in the method of procedure and to show the benefits derived 
from it by presenting several brief case summaries of patients who, 
I feel, have derived benefit from it. 

Occupational therapy has been defined as the ‘‘work cure’’, be- 
cause it means cure or improvement through physical efforts. I 
find, however, that some relatives object to the definition, ‘‘ work 
cure’’, as it means to them manual labor. They object to their 
son, daughter, father or mother being made to do such things as 
they imply from such a definition. 

Dr. H. A. Patterson, Potts Memorial Hospital, Livingston, N. Y., 
has defined occupational therapy as ‘‘any activity, mental or phy- 


*Read at an Interhospital Conference at Utica State Hospital, May 4, 1935. 
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sical, definitely prescribed and guided for the distinct purpose of 
contributing to and hastening recovery from disease or injury’’.* 
Accordingly, any activity directed therapeutically is occupational 
therapy, whether it is conducted in a class room or in one of the 
many industrial shops. To too many, occupational therapy means 
craft work and nothing more. This is unfortunate, as craft work is 
only one form of occupational therapy. 

A great variety of the activities of normal life, namely: Amuse- 
ments, study and occupations of various kinds are being used to 
promote contentment and satisfaction. When so employed, they 
are activities used therapeutically or occupational therapy. The 
simplicity of that particular activity matters not. Hobbies such as 
reading, painting, sculpturing, raising goldfish, cabinet making, 
wood carving, rug weaving, sewing, etc., are forms of occupational 
therapy and are helpful in creating happiness for even so-called 
normal people. 

In a well worked out occupational therapy program, three indi- 
viduals are to be considered. They are the patient, the occupational 
therapist and the physician. 

Physicians are beginning to regard the patient as a partner in 
his own cure and to realize that the patient’s assistance and interest 
are important in the treatment process. We know that funda- 
mentally some of the psychoses and the neuroses are means of side 
stepping responsibility and means of saving the ego, pain. We 
know that if a psychosis continues long enough, the patient will 
tend to give up reality entirely. We know that, until that time 
occurs, the patient has periods when he demonstrates what may be 
called the mechanism of ‘‘reality testing’’, that is, a period when 
he is trying to decide between reality and phantasy. We know 
that, if reality can become more desirable than phantasy, the pa- 
tient shows improvement ; occupational therapy can help in creating 
that reality. 

On admission the patient, if he is conscious, will realize that he 
is in some institution, perhaps a prison, where he may never see his 
friends again; where he is to be confined against his will and where 
he is required to follow a strange routine amongst strange people. 
He is deprived of his usual way of living. Because of this, he is 
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likely to spend too many hours in unhealthy introspection. The 
result is discouragement, depression and feelings of inadequacy, 

This can be avoided by an early contact with an alert and well 
qualified occupational therapist, who, through her or his manner 
and experience, can get within the patient’s ‘‘shell’’ and cause him 
to occupy his time otherwise, for a patient whose hands are kept 
busy will have his mind occupied. 

The following brief histories emphasize this fact. In the first 
case the patient was in the institution a number of months before 
she was placed in an occupational therapy class. Very soon after- 
ward she began to show rapid improvement. Whether, of course, 
employment was the real cause of her improvement is not definitely 
known but it would appear so. The other two cases were entered 
into the class soon after admission and showed progressive im- 
provement. 

G. W., housewife, 55 years of age, was admitted to the hospital 
in May, 1934, and at that time was in an agitated condition. She 
wept, rolled about the bed, wrung her hands and was extremely 
apprehensive of impending harm to herself and to her family; she 
ate poorly and was disinterested in her environment. She heard 
the voices of her children who she thought were in the institution. 
She insinuated that the food and water were poisoned. Her sensor- 
ium was much impaired. Insight lacking. During the months that 
followed she showed only slight improvement. She did not enter 
the occupational therapy class until August 8, 1934, three months 
after admission. At that time the therapist made the following 
note: ‘‘Patient entered class on this date. Very excited, nervous, 
cries constantly, walks the floor wringing her hands and ealling for 
her children.’’ Towards the end of August she became calmer, 
cried less often and tried to brace up. She did some elementary 
sewing on hot dish holders, but did not show very much interest in 
the work. The therapist’s note of September 1 stated: ‘‘ Patient 
shows decided improvement this month. Crying spells have 
stopped. She has asked for sewing that was harder than the simple 
holders and became quite interested in stuffing cloth toys. She 
talked about her mental condition, saying that she felt much im- 
proved and hoped that she was, Her active interest in class work 
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continued and she was instrumental in getting other patients to 
help as well. She was discharged on September 15, 1934, five weeks 
after entering the occupational therapy class. She had recovered 
from her mental condition. Her diagnosis was manic-depressive 
psychosis, depressed type. 

Contrasted with the above is the following story of the behavior 
of R. T., age 45, milkman, who was admitted to the hospital on 
November 27, 1933, and who entered the occupational therapy class 
only three days after his admission. On admission to the hospital 
he was over-active, laughed, joked and sang. His trends were 
largely of reference, of influence and of grandure in retrospect. He 
thought that electric currents were being put on him. He stated 
that he was a broadeaster and that his name was all over New York 
State. He thought that people were against him and that they con- 
trolled his mind. He denied auditory hallucinations. He was 
placed in the therapy class three days after his admission. In the 
class he was overactive, uncooperative and uninterested. However, 
after one month, he gradually improved, followed instructions and 
did simple projects. Under supervision he began to make a reed 
basket and became quieter. By the end of February, 1934, he was 
no longer overactive or noisy, but seemed very interested in class 
work, made a billfold and came to class of his own aeeord. He also 
helped with the work in the kitchen. He continued to improve, was 
sociable and frequently expressed his enjoyment of class work. 
Ile was paroled on April 2, 1934. Diagnosis: Manie-depressive 
psychosis, mixed type. Condition, recovered. After leaving the 
hospital he adjusted very satisfactorily. 

Another is the case of E. W., a young man of 23 years, a shoe 
worker, whose diagnosis one may question because of his rapid im- 
provement. However, the early use of occupational therapy was 
undoubtedly a factor. He was admitted on December 28, 1933, at 
which time he was restless, facetious, but fairly cooperative. He 
admitted auditory hallucinations of strangers calling him e. s., bas- 
tard, rat and also threatening him. He stated that he could read 
people’s minds. He entered the occupational therapy class four 
days after his admission and, at that time, the therapist made the 
following note: ‘Patient very paranoid. Has ideas of persecution 
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and declares all his friends have turned against him. Is very de- 
pressed. Likes to sit with his back to the other patients and does 
not care to be disturbed. Finally after much persuasion, he 
aroused enough to work a little on a rake-knitted cap, but absolutely 
refused to move from his corner,’’ The note of January 10, 1934, 
less than a month later, stated ‘‘ Patient seems less absorbed in his 
morbid thoughts. Finished his cap and is beginning to be inter- 
ested in the work of the other patients. Much more cheerful and 
volunteered to help a patient who was putting a rush seat in a 
chair.’”’ Again on January 20: ‘‘ Patient finished the chair seat and 
also did a footstool with a jute seat. Seems to forget himself in 
his work. Does not talk about his friends deserting him. No 
longer cares to be by himself but laughs and talks with the other 
patients.’’ He left the hospital on January 25, 1934, not quite one 
month after his entering the occupational therapy class. His men- 
tal diagnosis: Dementia precox, paranoid type. Condition, much 
improved. 

Equally as important is the patient’s early contact with the psy- 
chiatrist who can score in the first period in the game of ‘‘cure’’ 
by his outlining a program for the patient. The physician should 
give the patient to understand that he is among friends, that his 
cooperation is necessary and that his privileges will increase ac- 
cordingly. In view of this, the patient is expected to take up his 
time at some useful work. What would he like to do?) Many pa- 
tients are, at first, quite resentful and emphatically refuse to do 
anything. I have had a good deal to do with this type of patient. 
I have learned that it is better to let him alone for a period of time. 
Then, I intentionally throw him into the pathway of work and, at 
that time, ask him to help with the job to be done. Usually he is 
very willing to do so and, very often, will continue to cooperate 
indefinitely. Force or any procedure of punishment should never 
be used. An atmosphere has to be created in which he feels that he 
is, to a large extent, responsible for his behavior, especially as far 
es others are involved, and that he is not completely irresponsible 
because he is confined to an institution. I have found many pa- 
tients who, previously habitual elopers, have become very happy 
doing a particular job which calls for their attention and responsi- 
bility. 


| 
| 











HAROLD A, POOLER, M. D. 405 


The following history of a young man, aged 17 years, sounds 
rather dramatic, but is every bit true and demonstrates the carry- 
ing out of the ideas mentioned above. 

N. S., when admitted on August 17, 1932, was nervous, agitated, 
extremely mischievous and overactive. He was destructive, pulled 
beds apart, took furniture to pieces and was assaultive. He seemed 
unable to concentrate for any length of time, admitted auditory hal- 
lucinations of God, was well oriented, suggestible and occasionally 
threatened to shoot anyone who annoyed him. His I. Q., according 
to the Binet-Simon test, was 96. During his stay at the admission 
building he slightly improved in behavior, but continued to be dis- 
agreeable, sarcastic, threatening and deceitful. The physician in 
charge stated in one of his notes that the patient was unreliable, 
threatening and should be given no privileges as it was quite pos- 
sible that he was an eloper. On October 13, 1932, the young man 
was sent to another building. On his arrival there he was imme- 
diately interviewed by his new physician who told him that he had 
the reputation of being a bad patient; that it was unfortunate be- 
cause he was losing many privileges and that he would not be al- 
lowed to leave the hospital until his mental condition changed. He 
was advised that the physician meant business, that he intended 
to be fair and that he would be willing to do all in his power to help 
him. There was an immediate and dramatic change in his be- 
havior. He was given work in an occupational therapy class and, 
also, about the hospital grounds. A week later, October 20, 1932, 
the patient was given a parole card which allowed him to go alone 
about the hospital grounds. His behavior was excellent. It was 
learned later that he had told another patient that he was well 
enough to leave the hospital; that we were slow in paroling him 
home and that he could elope but did not want to break his trust 
with his physician. He was paroled home on December 4, 1932, 
less than two months after his contact with the second physician. 
Diagnosis: Psychosis with psychopathic personality, episode of 
emotional instability. Condition, recovered. 

Equally as important for the patient is the development of faith 
in himself. I refer to the patient who does not want to get well, 
who is quite satisfied with his psychosis because it prevents him 
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from facing his difficulties and who has become so convinced of his 
ailments that he has lost confidence in himself. He is not like the 
young man just mentioned. He is indifferent toward pleasing any 
particular person or society in general. His future happiness de- 
pends upon himself alone. His psychosis has developed because of 
his conflicts within himself and because of his exaggerated moral 
eode. He has some insight but is unwilling to ‘‘try his wings’’. 

For this patient it is the duty of every occupational therapist and 
every psychiatrist to insist upon his making that effort to regain 
normal thinking and acting. Occupational therapy can aid in this 
for, if the patient can be made to work for only a few moments at 
a time, he develops a new lease on life and a new interest in getting 
well. The experience of creating something with his own hands 
gives him a new valuation of his own worth. 

Individual treatment of each patient and repeated efforts over 
weeks and months are frequently necessary for success. In some 
cases it is necessary to provide a new occupation as the old one has 
lost its attractiveness while with others the old occupation tends 
to contact him with the reality which he once knew. 

This re-education and habituation to work is not as easy as it 
may sound. It requires a great deal of patience and effort on the 
part of all concerned and is, at times, very discouraging but, often, 
the results are very satisfying. The following three brief histories 
illustrate this point. 

G. E., dairyman, 52 years of age, was admitted to the hospital on 
May 12, 1934. At that time he expressed many hypochondriacal 
ideas. He thought that his muscles burned; that he had no sensa- 
tion of taste or smell; that he was unable to sleep and that he felt 
his life was hopeless. He denied any hallucinations. He was in- 
terviewed at frequent intervals and an attempt was made to im- 
prove him through psychotherapeutic methods but with little avail. 
He seemed to thrive on sympathy, refused to work because he was 
‘sick in body’’ and refused to do the small amount of work re- 
quired of him in the occupational therapy class room. His case 
seemed rather hopeless at the time but one more effort was made 
and, this time, sympathy was lacking. He was asked to put on his 
hat and coat and go out to help with a job of planting a few trees. 
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He did so with reluctance. [very day afterwards the answer ‘‘I 
ean’t work, I’m too weak’’, was ignored. The patient gradually 
improved, talked less of his hypochondriacal ideas and was inter- 
ested in his work. At the time of his parole interview on January 
99,1935, he stated that he felt that the thing which helped him most 
to get well was the constant effort made to get him to work. If 
there ever was an effort made to get a patient to do some useful 
activity it was in this case. He required constant supervision and 
constant persuasion and encouragement. He was paroled from the 
hospital on February 16, 1935. Diagnosis: Manic-depressive psy- 
chosis, depressed type. Condition, recovered. 

Equally as great was the effort and attention given to Charles A., 
a young man of 24 years, laborer by occupation, who was admitted 
to the hospital on March 4, 1933. On admission he was seclusive, 
depressed, dull and apathetic. He talked in a slow monotonous 
tone. He believed that he would die within a week, wrote many 
letters about his physical condition, complained of vague aches and 
pains and of feelings of unworthiness. He worried about mastur- 
bation and thought that his bowels were clogged up which, in turn, 
caused a poisoning of his heart and a shriveling up of his penis. 
He spoke of a lump or growth in his throat. Physical examinations 
on several occasions were negative. A short time after his admis- 
sion he was placed in the occupational therapy class doing craft- 
work but did not apply himself. Four months after admission, an 
effort was made to get him out to work with patients who worked 
about the hospital grounds. He was very resistive, preferring to 
remain on the ward and talk constantly of his physical condition. 
He was given various jobs, such as working with the florist, in the 
laundry and in the dining room, but he failed to apply himself. 
Finally it was decided to place him with a group of patients who 
worked about the hospital grounds and to insist upon his working. 
This was no small order but the results were encouraging. Two 
months afterwards, he showed definite improvement, complained 
less about himself, lost the choking sensation in his throat as well 
as other physical complaints. He, also, became quite sociable. By 
the end of four months after the time that a concentrated effort 
was begun, he had markedly improved and was paroled home. He 
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has been seen, at frequent intervals, by the clinie physician who 
has reported that the patient seems to have entirely recovered from 
his mental illness and that the patient greatly appreciates the ef- 
forts that were made to get him well. Diagnosis: Dementia pre- 
cox, paranoid type. Condition, much improved. 

Another patient who gained confidence in herself was Ida B. B., 
housewife, 46 years of age, who was admitted to the hospital on 
August 20, 1933. At that time, she was seclusive, mute and had a 
fixed apathetic facial expression. She resisted attempts to get her 
to go to her meals, to go to bed and to do any work. She wept pro- 
fusely at frequent intervals. Stream of mental activity was dimin- 
ished. Emotional reaction alternated between apathy and depres- 
sion. Her trend consisted of nihilistic ideas, guilt feelings and mis- 
identification. Within two weeks after her admission, she entered 
the occupational therapy class. At that time, the therapist stated 
that the patient was dull, confused, untidy, hands fumbling, resisted 
being placed in the class and would attempt to skip from the class 
room. The therapist’s October notes stated as follows: ‘‘ Patient 
is stubborn, resistive, untidy, cries easily, insists she is someone 
else. Now does a little elementary sewing. Instructor has to hold 
her hands and move them in every stitch taken, has to be addressed 
in definite commands and it seems difficult for her to grasp words 
or phrases.’’ Her uncooperativeness continued through November, 
but in December she began to show some interest in her work, was 
sarcastic, insisted upon wearing her own clothing, showed flashes 
of willingness to work and was given slightly more difficult work to 
do, namely, making hot dish holders. In January this patient 
showed a marked advance, took interest in her personal appear- 
ance, worked voluntarily and, again, the type of work was changed, 
namely, appliqué aprons. One day in March she surprised every- 
one by walking into the class room, seized another patient’s cro- 
cheted rug and asked why she was not given something as good as 
that to do. Work of the same kind was procured. From that time 
on she progressively improved and was paroled from the hospital 
in June, 1934, ten months after admission. Diagnosis: Manic- 
depressive psychosis, depressed type. Condition, much improved. 
I consider that the success in the treatment of this patient was, in 
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part, due to her association with the others in the group and to the 
degree of competition which she had to face. I believe that group 
work is important in occupational therapy. 

In making use of the above case histories, I have tried to show 
that the methods used are practical and have worked well in the 
treatment of these patients. I would emphasize the importance of 
the ‘‘homey’’ atmosphere which I find in our institutions, of substi- 
tuting activity for inactivity which many mental patients seem to 
prefer because of their introverted attitudes, and of giving the 
patient responsibility in respect to society in general as well as to 
himself. 

The second individual in my program is the occupational thera- 
pist about whom Dr. C. Floyd Haviland, who was an occupational 
therapy enthusiast, once stated: ‘‘Curative work must possess 
cheerful associations and in the development of pleasurable associa- 
tions, nothing is of quite the same importance as the personality of 
the occupational therapist. It is, of course, true that the therapist 
needs the best possible technical training, but, other things being 
equal, the therapist’s personality is even more important than 
training. While, of course, the best type of occupational therapist 
possesses both personality and technical training, it cannot be too 
strongly emphasized that no therapist can reach the highest level 
of suecess without a genuine, sympathetic, humanitarian attitude 
toward the work of relieving the mentally afflicted.’” 

Personality is, without doubt, the first requisite. As psychia- 
trists, we recognize the importance of transference which, in psy- 
chotherapeusis, is speeded up through a well-formed personality 
and which is no less important in occupational therapy. The second 
requisite should be technical training; and the third, knowledge of 
psychology and psychiatry. Having a knowledge of psychology 
and psychiatry, the therapist is equipped to observe and study the 
patient’s reaction to his work and, thus, utilize his efforts to the 
best advantage. There is, however, a tendency for the occupational 
therapy classes to become stagnant, that is, for the same patients 
to remain in the classes for months because they make up the quota, 
produce good work and, thus, a good ‘‘showing’’ which is, of 
course, satisfying to the therapist. This is, however, not the aim 
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of occupational therapy. The amount of work turned out in a 
week is not as important as how it is done and how much benefit it 
gives the patient. The therapist must forget her mercenary rea- 
sons and work for the patient’s interests alone. 

If these ideals are to be carried out, there is no one in a better 
position to do so than the third person considered in my program, 
‘*the man at the wheel’’, the psychiatrist. Medical supervision and 
authority cannot be too strongly emphasized. It is the duty of all 
psychiatrists to become fully acquainted with the form of therapy 
under consideration. This is in accordance with the opinion of Dr, 
Horatio M. Pollock, who has stated: ‘‘ It sometimes happens that a 
physician who has had little contact with occupational therapy is 
required to write prescriptions for its use. He may seek to inform 
himself as rapidly as possible or he may rely on the knowledge and 
wisdom of the therapist, or he may prescribe in general terms. By 
these makeshifts, he may get by without difficulty, but medical di- 
rection in occupational therapy implies expert knowledge as in any 
other form of therapy. It must be remembered that the prescrip- 
tion merely starts the treatment. The results should be watched 
day by day by both the physician and the therapist. The patient’s 
condition, in some cases, changes rapidly. A prescription written 
today may be of no value tomorrow and even worse next week; in 
fact, positive harm might result if the treatment prescribed were 
continued indefinitely. The therapist naturally will be alert to note 
unfavorable symptoms and to advise the physician concerning 
them; but the physician is responsible for the treatment prescribed 
by himself and should not rely entirely on the therapist for infor- 
mation relating to his patients. The physician should know the 
effects of the treatment by direct observation and examination of 
the patient.’”* 

Occupational therapy is a part of the psychiatrist’s task and he 
should make it such. Too many feel that occupational therapy is 
just a plaything; that the treatment becomes stale; and that it is 
just a case of the same old patients doing this or that. However, 
if occupational therapy becomes such, it is the psychiatrist’s fault, 
for it is he who ean reform these things if he will but try. He must 
‘get in touch’’ with his job. 
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To summarize: Occupational therapy has its definite place in 
the treatment of mental patients and is an adjunct to other forms 
of treatment. I have presented some suggestions pertaining to the 
three injurious factors which have been avoided in the treatment of 
the mental patients cited above, namely: The ‘‘old time”’ institu- 
tional environment, inactivity and the lack of responsibility; and 
have shown through case histories that occupational therapy is a 
reality which can assist the patient to liberate his abnormal ideas. 
I have emphasized the necessity of cooperation between the occu- 
pational therapist and the physician and vice versa. 

Success in this form of treatment does not necessarily mean re- 
covery of the patient; although, of course, that is the goal strived 
for. Suecess means an improvement or recovery that brings about 
the integration of the patient’s personality and makes him, again, 
a socially acceptable person. Failure in some eases should not 
become a cause for discouragement. 
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CARE OF DISTURBED FEMALE MENTAL PATIENTS* 


BY KATHERINE G. BROCKMAN, M. D., 
SENIOR ASSISTANT PHYSICIAN, CREEDMOOR STATE HOSPITAL, QUEENS VILLAGE, N. Y. 

The new buildings provided at the Brooklyn State Hospital did 
not provide any special construction for the disturbed patients, 
The number of such patients requiring continued care steadily in- 
creased. In 1929 money became available for the enlargement of 
the Creedmor Division** and plans were drawn for a building in 
which type of construction, size of wards, ete., were planned to 
facilitate the handling of disturbed patients. It is a large three- 
story building located in a part of the grounds some distance from 
other buildings. It is formed of three units: A male and a female 
service, which are connected by a centrally-located kitchen and 
dining room unit. 

The male and female services are alike in all respects as far as 
the construction is concerned. Each provides for 528 patients, 
making a total of 1,056 for the whole building. Each of these sery- 
ices is constructed on the plan of an ‘‘H’’ type building and con- 
nected with the kitchen unit by a corridor from each end of the 
building. These connecting corridors form two inner courts which 
provide light and air and which are being landscaped to furnish an 
attractive outlook. 

The kitchen or central unit of this building is oectagon-shaped and 
has four extensions on each floor, containing dining rooms which 
are connected with the wards. The basement of this central unit 
contains the kitchen, storerooms, refrigerator rooms and two eafe- 
terias, one for the male and one for the female employees. The 
first, second and third floors of this unit are all alike and each con- 
tains a central serving room with facilities for keeping the food 
hot, for making tea and coffee and for washing dishes. Four din- 
ing rooms open off this center on each floor by means of a large 
counter over which the food is served. On each floor there are 
utility rooms and lavatories. An elevator connects the kitchen 
with these central serving rooms to facilitate the distribution of 
hot food. 


*Read at the Interhospital Conference held April 19, 1935, at the Psychiatric Institute and 
Hospital, New York, N. Y. 
**Now Creedmoor State Hospital. 
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The basements provide storage space, rooms for soiled and clean 
linen, a barber shop on the male side and a hair-dressing parlor 
for the women. There is also an occupational therapy shop on the 
male side. The first and second floors of the female service are 
puilt alike except that the central part of the first floor contains the 
executive offices as well as the elevator, utility rooms and visiting 
parlors while the second floor center contains only utility rooms, 
visiting parlors and the elevator. At each end of the building on 
these two floors there are two wards, each with a capacity of 51 
patients, making a total of 102. These wards consist of a dayhall, 
a porch opening off the dayhall, lavatory and bath room. The 
sleeping quarters consist of six single rooms; one five-bed dormi- 
tory and four ten-bed open dormitories; clothes rooms for State 
and private clothing; a nurse’s office with lavatory; a treatment 
room, utility room; and night lavatory for the patients. Each of 
these two wards are administered as one unit by a charge and the 
patients from both of these wards eat in one dining room. The 
wards on the first floor are used for the care of the milder cases; 
those on the second floor for the slightly more disturbed. The 
windows on these two floors are protected by outside half-guards. 

The third floor differs somewhat from the second in general plan 
as well as in size. The center of this part of the building contains 
the elevator, utility rooms and visiting parlors. At each end of the 
building there are wards similar to those on the first two floors 
but smaller, with a capacity of 30 patients each, making a total of 
60 for the ward unit at each end on this floor. The day halls are 
somewhat smaller and between them is located a hydrotherapy 
room with five continuous flow baths. It is finished in tile of a 
soothing green color with green glass windows and has shower and 
toilet facilities. This room opens on a special court to protect the 
rest of the building from noise. Having this treatment room lo- 
cated between the wards facilitates the handling of disturbed pa- 
tients. The sleeping quarters consist of 10 single rooms and 4 
d-hed dormitories. In this part of the ward are also located clothes 
rooms for State and private clothing, nurse’s office with lavatory, 
treatment room, utility room, night lavatory for patients, and a 
diet kitchen and small dining room for the sick and acutely dis- 
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turbed. This has a dumb waiter from the basement for food de- 
livery. Both of these wards are administered as one unit by a 
charge nurse. There is also a nurse who acts as second in charge, 
Patients from both of these wards eat in the same dining room, 
except for the most disturbed who are fed in the small dining room 
on the ward. The windows on the top floor are protected by over- 
all inside guards of heavy wire forming a two-inch mesh. These 
guards can be unlocked from the inside and they protect the win- 
dow glass and the screens from the patients as only small objects 
can be pushed through the mesh of the guard. This cuts down the 
breakage of window glass and the injury to patients. It also gives 
the building a much better appearance from the outside as there 
are no Visible bars. 

This brief description of the building for disturbed patients pre- 
sents in general the good features of its plan of construction. There 
are several minor changes which are earnestly recommended in 
‘ase similar buildings should be erected along this general plan. 
The over-all interior guards on the windows of the top floor have 
been found to be much more satisfactory than the outside half- 
guards on the two lower floors. The cross hall which has been 
placed between the day hall and lavatories was designed to pro- 
vide an indirect entrance to the water sections from the ward. 
However, this is an objectional feature as patients congregate in 
the hall and its presence adds to the difficulty of supervision. It 
is further recommended that the arrangements for the bathing fa- 
cilities be altered so that the shower rooms can be locked when not 
in use. It is also recommended that the amount of glass exclusive 
of windows be reduced to the minimum. 

The administration of a disturbed service situated in such a 
building planned especially to care for this type of patient is a 
very stimulating occupation. The building has been occupied by 
patients for the past 27 months and while it is still perhaps a little 
premature it seems worthwhile to report on the results of personal 
observations in the administration of this unit. The following 
report is based entirely on the care of female patients residing in 
this building but many of the observations would apply equally 
well to the male service. 
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It has been found possible to administer the service with one 
physician in charge, one assistant and a stenographer. There are 
at present seven graduate nurses on duty on the female side; two 
hold positions as day and night supervisor, one is in charge of 
dressing and treatment facilities, the others on ward duty. It is 
hoped to expand the number of nurses as suitable ones are found. 
The building is supplied with employees in the ratio of one to 
seven patients. These are assigned to duty so that the ratio of 
patients to employees on the disturbed top floor wards is six to 
one and the ratio for the remaining wards, ten to one. It is felt 
that it would be very desirable to have a ratio of six to one through- 
out the building as it is difficult to keep the wards adequately cov- 
ered during meal time and it is felt that the higher ratio would 
result in fewer accidents and better care of the patients. At night 
each double ward has three employees, one staying on each ward 
wing and the third employee circulating between the two. 

The female service contains six ward units; each unit consisting 
of two wards, thus providing 12 wards for the classification of pa- 
tients. Roughly, these fall into four general groups: The acutely 
disturbed, destructive and unclean; the noisy and disturbed infirm; 
and those patients who are improving and show better behavior. 
The acutely disturbed are further subdivided and eared for in 
groups of strong, husky assaultive patients and small or physically 
weakened assaultive individuals. The more mildly assaultive group 
is divided into those who are assaultive but clean and tidy; the 
assaultive who wet and soil; and the assaultive who are destructive. 

In the care of disturbed patients, restraint has a definite place 
but the writer feels that it should be kept at a minimum. Its main 
use is in the form of restraining sheets, principally for medical 
purposes; those patients being placed in restraint who are sick or 
injured and will not remain in bed. Camisole restraint is rarely 
used. For the patients who are exceedingly destructive to their 
clothing so-called ‘‘strong dresses’’ have been tried and are work- 
ing satisfactorily. These dresses are made of a light-weight canvas 
material and some of them are made with mitten sleeves similar to 
the camisole sleeve. These dresses when placed on destructive 
patients greatly reduce the amount of material which they can de- 
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stroy. The dresses are made in a straight up and down pattern 
and tie up the back. Underwear is worn beneath them and the 
patients appear to be entirely comfortable. Their movements are 
not restricted in any way and there has never been any chafing 
or irritation from these dresses. They are highly recommended 
for all destructive patients. 

An attempt has been made to replace restraint by the judicious 
use of medication. Paraldehyde in a dosage of two drams is used 
for those patients who occasionally become disturbed or very noisy. 
It is also used in cases of elderly patients or those in poor physical 
condition. Hyoscine gr. 1/100 hypodermatically is also very valu- 
able in selective cases. Occasionally hyoscine with 1/8 of morphine 
is used, especially for disturbed patients who need sutures or other 
medical treatment. However, the sedative which has produced the 
most satisfactory results is sodium bromide in intensive dosage. 
This has been the sedative of choice in those cases in which it can 
be used. Patients selected for bromide therapy are given a physi- 
cal examination with particular stress on the condition of the heart, 
lungs, blood pressure, kidneys and the condition of the skin. Pa- 
tients showing pulmonary lesions, low blood pressure, gross cardiac 
lesions, nephritis or skin lesions of an infective origin are not suit- 
able. In starting this therapy the patients are given varying doses 
of a solution containing 5 gr. of chloral hydrate and 15 gr. of 
sodium bromide three times a day. The dosage is gradually di- 
minished as the patient’s behavior improves and the majority of 
them can be maintained on a dose of one dram three times a day 
after their system has become well saturated with bromides. There 
is no evident effect on their conduct for the first few days of this 
medication. After three to eight days they become less active and 
more cooperative. These patients are seen daily when on bromide 
therapy and a special routine for their care has been established. 
In making rounds on the ward each patient receiving this medica- 
tion is inspected. This is done by what is called the ‘‘bromide 
parade’’. All these patients are marched around the room and 
pass before the physician who has a record of each patient’s medi- 
eation. They are inspected carefully for any sign of drowsiness, 
any staggering, or any skin eruptions over the face or back. At 
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this time the dosage for the following day is prescribed. A weekly 
sample of urine from each patient is examined for albumen and 
casts and any patient showing kidney damage has the dosage either 
diminished or terminated. Patients are given bromide medication 
to the point where they are quieted but able to be up and about 
and to protect themselves in their environment. If any patient 
requires bed care during this treatment the bromide medication is 
stopped at once. All patients receiving this treatment are given 
egg nog once a day and large amounts of water. Under this regime 
the physical condition of the patients has remained excellent. There 
have been no cases of bronchopneumonia, no cases of dehydration 
nor loss of weight and there has been only one case of skin lesions. 
Assaultive, overactive, acutely disturbed patients respond very well 
to this treatment. After about a month and a half of this therapy, 
half of which time the majority of them receive only one dram 
three times a day, a large percentage of the patients can have the 
treatment discontinued and will maintain their improved conduct. 
Many of these patients, when treatment has been discontinued, have 
shown progressive improvement and within a relatively short time 
have been suitable for parole. There are other patients whose im- 
provement is not so spectacular, who are able to get along on the 
wards in a very satisfactory manner for three to six months after 
the course of treatment has been completed. These patients may 
then require another series of treatments to which they respond in 
a similar manner. 

The use of hydrotherapy in the form of continuous baths is a 
great help in a disturbed service. Elderly patients with agitated 
depressions frequently respond very well to this type of treatment, 
as do acutely disturbed patients in the first stages of a psychosis. 
Hydrotherapy is used especially for these two classes of patients 
and for chronie patients who have acutely disturbed episodes. 

One of the most important methods of treatment of disturbed pa- 
tients is by means of occupation. The wards are more quiet, the 
patients more contented and there are fewer accidents when pa- 
tients can be kept occupied most of the time. Great stress is laid 
on this and all patients are urged to help with the ward work. The 
occupational therapy in this building is adapted to its special needs. 











418 CARE OF DISTURBED FEMALE MENTAL PATIENTS 


Classes are held on all ward units, patients from both wards being 
collected for this purpose. One of the ward workers who is famil- 
iar with the patients is placed in charge of this work and the oceu- 
pational therapist goes from ward to ward giving out work, advis- 
ing, directing and stimulating patients. It is found that working 
on bright colored materials inereases the interest of the patients 
tremendously. All grades of work are done, from the finest em- 
broidery to raveling of burlap and tying of threads. 

Four times a week patients receive physical therapy. This takes 
the form of walks, exercises, games and drilling. It is carried on 
either in the ward or out of doors, depending on the weather. There 
are two wards containing patients so self-absorbed and regressed 
that they cannot be interested in any form of occupational or phy- 
sical therapy. This is the class of patients who sit all day long 
or restlessly wander about. In these day halls the chairs are placed 
in a large circle in the center of the room and each morning and 
afternoon the patients are marched around these chairs for half 
an hour. At this time the windows are opened so that ventilation 
is improved. It has been found that if the patients are gotten up 
and marched for a short time they become very restless and are dif- 
ficult to get settled again. However, if they are marched for a full 
half hour, most of them are content to sit quietly for the rest of the 
morning or afternoon. This exercise contributes greatly to the 
ease with which these patients can be cared for. 

Social activities in the form of parties, dances, entertainments, 
field day exercises, moving pictures and baseball games are pro- 
vided for patients who are well enough to participate in these ac- 
tivities. Varied entertainments are of distinct therapeutic value 
in the treatment of disturbed patients. 

In the basement of the building there is a well-equipped hair- 
dressing parlor with a trained worker in charge. Patients are sent 
there for hair cuts, shampoos, finger waves, manicures, to remove 
excess hair from the face and to receive other beauty aids. This 
treatment greatly stimulates the patients in the eare of their person 
and it has been observed that the improvement of a number of them 
has increased rapidly from the time they have been well enough to 
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receive such treatments. It is felt that this is a valuable thera- 
peutic aid in the treatment of women patients. 

Serious accidents or illnesses are transferred to the infirmary 
service but minor injuries and ailments are cared for in the build- 
ing and for this purpose there is a special treatment room in each 
of the top floor units. There is also a treatment room on the second 
floor at one end of the building and one on the first floor at the 
other end of the building. There is one complete outfit of instru- 
ments for the use of the service but each dressing room is equipped 
with suture material, bandages, antiseptics and drugs in common 
use. These dressing rooms are distributed about the building in 
this manner in order to facilitate the care of patients without hav- 
ing to take them far from their ward. 

In each ward on the service there is a specially-built radio closet 
which has an open-work grill. These are all equipped with radios 
and provide entertainment for the patients. The floors throughout 
the building are composed of terrazzo forming a baseboard six 
inches high and a border about a foot and a half wide, the rest of 
the floor is covered with mastic tile. This flooring has been very 
satisfactory. It is easy to clean; does not absorb odors and re- 
quires no polishing. 

When acutely disturbed patients are gathered together in a ward 
it is essential that there be as few movable objects as possible and 
that all the furnishings be strong and durable; for this reason it 
is inevitable that such a ward will present a rather dreary aspect. 
In order to balance the severity of such wards a special effort has 
been made to make the one where recovering patients reside as 
homelike as possible. This ward has been fitted with rugs, eur- 
tains, pictures and other attractions to provide a homelike environ- 
ment. The patients who are recovering reside on this ward and 
disturbed patients throughout the building are informed about it 
and urged to improve their conduct so that they may reside there. 
On this ward patients who have no private clothing are allowed to 
make dresses for themselves out of varied materials so that the 
uniformlike blue dress used on the other wards is not worn here. 
Kvery effort is made to make this ward a desirable place for the 
patients to live, in order to stimulate their improvement. 
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In dealing with patients of this class there is very little indica- 
tion for the use of psychotherapy in the accepted form of psycho- 
analysis. However, they respond very well to an understanding 
attitude on the part of the physicians and nurses; and those who 
are improving react well to encouragement and some advice. Thus, 
psychotherapy in the form of understanding and encouragement of 
the patients, combined with residence on an attractive ward and 
the use of beauty aids, increase the speed of recovery of those pa- 
tients who respond to treatment. 

It is noted that any change from the settled routine is very dis- 
turbing to these patients. The presence of new employees on the 
ward leads to a feeling of unrest and insecurity. Any change in the 
ward routine upsets the patients greatly. It has been observed that 
patients pay very little attention to women physicians but many 
of them become much excited in the presence of men physicians, 

In planning a building for the care of disturbed patients there 
are a number of features which are especially desirable. Follow- 
ing is a list of the most important of these as borne out by the ex- 
perience of those administering the disturbed patient service at 
Creedmoor : 

(1) Detached building with adequate grounds. 

(2) Small wards with a capacity of 50 as a maximum. 

(3) A high percentage of single rooms and small dormitories 
for acutely disturbed patients; open dormitories for less disturbed. 

(4) An open porch for each ward adequate to accommodate all 
the patients. 

(5) Continuous baths adjacent to disturbed wards. 

(6) Serving room and small dining room for the very disturbed. 

(7) A large number of wards in the building to permit good 
classification of patients. 

(8) Dining rooms on the same floor as the wards and arranged 
for small groups. 

(9) Interior over-all guards for windows on all floors. 

(10) A minimum amount of glass exclusive of windows. 

(11) <A place for the drying and airing of mattresses and hydro- 
therapy hammocks. 

(12) Equipment should be of heavy well-built furniture. 
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(13) The use of indestructible fixtures and hardware on the 
wards. 

(14) A dining room in the building for employees. 

In caring for the disturbed patients in this specially constructed 
building, efforts have been made to provide a range of treatment 
which will contribute toward the patients’ improvement. These 
in the main have consisted of a minimum use of mechanical re- 
straint, the constructive use of drugs, stimulation in the form of 
hydrotherapy, occupation and entertainment. The use of psycho- 
therapy aids in the reintegration of the personality of women 
patients. 











THE SENSORY ACUITY OF PSYCHOPATHIC INDIVIDUALS 


A Comparison of the Auditory Acuity of Psychoneurotic and 
Dementia Precox Cases with That of Normal Individuals 
BY MARION R. BARTLETT, PH. D., 
NEW YORK PSYCHIATRIC INSTITUTE AND HOSPITAL 

In order to investigate attributed differences in the threshold of 
sensation of normal and of psychopathic individuals, we made a 
study in which we determined the auditory thresholds of psycho- 
neurotic subjects and of dementia pracox cases, and compared the 
results with those obtained by a study of normal individuals. 


I. PsycHonrevurotic Group 

Descriptions of symptoms of psychoneurosis in psychiatric liter- 
ature, as well as casual observation of psychoneurotic subjects, 
have indicated that this pathological condition brings about a hy- 
persensibility of sense capacity. Bleuler writes :* ‘In melancholic 
and neurotic states we often encounter a more or less general hy- 
peresthesia. The patients not only suffer much from sensory stim- 
uli, but they falsely interpret the stimuli. Thus a dim light may 
seem glaring, knocking on the door may be conceived as shooting, 
and the sound of a fountain may be taken as the hissing of the 
escaping steam from a locomotive. Hysterical and hypnotized 
persons may, under certain conditions, react to the slightest sen- 
sory impression in a manner unperceived by normals.’’ Diefen- 
dorf,’? Kempf,’ and others, have also described as one of the neu- 
rotic symptoms hyperesthesia of sense capacity. 

As is indicated above by Bleuler, the dissociation occurring in 
hypnosis has been attributed with the power of causing a similar 
transcendence of normal sensory capacity.’ Moll* stated: ‘‘ Many 
subjects are helped also by the hyperesthesia of their organs of 
sense, which enables them to perceive things ordinarily over- 
looked.’’ Braid,’ and Bramwell,’ among others, also asserted the 
existence of hypersensibility in hypnotic subjects. Hull’ was able 
to demonstrate the fallacy of the concept in the case of hypnosis, 
when it was tested experimentally, and we believe that our own re- 
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sults indicate a similar fallacy of the concept of hyperesthesia in 
psychoneurotie subjects. 

In our experiment we measured the auditory thresholds of 24 
psychoneurotic subjects who were patients in the New York Psy- 
chiatric Institute. We compared these with the auditory thresholds 
of a control group of normal subjects. Our set-up consisted of an 
audio-oscillator of 1000 d. v. s. and a head phone as sound source, 
the intensity of which was controlled by a potentiometer shunted 
across the phone. Intensities were expressed in decibels. Twenty 
readings were taken for each subject by the method of limits, with 
ascending and descending series. 

The average threshold in decibels so obtained was almost identi- 
eal for the psychoneurotie group and for the normal control group. 
In figures the psychoneurotie average was 53.2 decibels, as com- 
pared with 53.5 decibels for the normals. It seemed possible that 
the range might be greater for the psychoneurotie subjects, so we 
made this comparison. It showed no significant difference in the 
two groups, the psychoneurotic range being 37 to 70 decibels as 
compared with the normal range of 37 to 69 decibels. As one fur- 
ther check we averaged the lowest reading for each subject by 
groups, but again found the result to be almost exactly the same 
for the two groups, 50.3 decibels for the psychoneuroties as com- 
pared with 50.7 decibels for the normals. 

Thus within the limits of our experimental conditions, and the 
type of subjects used, we conclude that psychoneurotie subjects 
show no greater sensory acuity in audition than do normal sub- 
jects, nor is there wider range of acuity. 

In considering the discrepancy between this result and the de- 
scriptions in the psychiatric literature concerning hyperesthesia in 
psychoneuroties, it is of some value to indicate that a similar dis- 
crepancy has been shown concerning hyperesthesia in the hypnotic 
trance. As Hull’ pointed out, when this theory was actually tested 
experimentally there was no evidence of hyperesthesia in the hyp- 
notie trance. He writes:’ ‘‘The outstanding positive result sur- 
viving from the experiments just alluded to is the fact that sub- 
jects when in the hypnotic state usually show all signs of believing 
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implicitly that they possess the heightened sensitivities which have 
been suggested to them.”’ 

It seems plausible that a similar interpretation underlies the psy- 
chiatrie descriptions of hyperesthesia in psychoneurotic subjects. 
These subjects are believed to be hypersensitive to sense impres- 
sions, because they are prey to all sorts of external stimuli. Sus- 
tained attention on any one task is for them very difficult; this 
great distractibility of attention evidences itself in reaction to a 
great number of extraneous environmental impressions. It appar- 
ently was believed that they responded to stimuli of weaker inten- 
sities than did normal individuals whereas, it would appear from 
our data, they have no greater acuity of sense capacity, but are 
deficient in ability to attend to a given task without being inter- 
rupted by stimuli in the environment. 


Il. Dementia Pracox Group 

Kraepelin wrote: ‘‘Perception of external impressions in de- 
mentia precox is not usually lessened to any great extent as far as 
superficial examination goes. The patients perceive in general 
what goes on around them often much better than one would expect 
from their behavior.’’ There has been but little experimental 
work done bearing on the sensory capacity of schizophrenic sub- 
jects. Grabfield® in 1914 determined the thresholds of response to 
faradie current and found from 33 to 50 per cent of the dementia 
precox cases had higher thresholds than those of normal subjects. 
This result, when repeated with improved technique by Huston,” 
did not prove to be substantiated. Huston found no difference in 
the threshold of response to direct current stimulation. 

In our study we ascertained the auditory threshold of 26 demen- 
tia precox cases. These were cases of recent hospitalization who 
were willing to cooperate in doing the experiment, and our conclu- 
sions must be limited to this type of subject rather than to more 
acute cases, or to cases in the later stages of deterioration. 

The average threshold for the schizophrenic group was 54.4 
decibels, as compared with a threshold of 53.3 for the normal 
group, obviously a negligible difference. There was no difference 
in range, it being 38 to 70 decibels for schizophrenes, and 37 to 69 
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decibels for normals. A comparison of the lowest reading of each 
subject likewise showed no difference, it being 51.1 for the dementia 
precox group, and 50.7 for the normal group. 

Thus for the type of subjects used there appears to be no differ- 
ence in the auditory acuity of the schizophrene as compared with 
the normal subject. This result supports the finding of Huston 
above cited, who likewise found no difference between schizo- 
phrenes and normals in the threshold of response to electric 
current. 

We believe that our finding that the auditory threshold is not 
different in dementia precox cases and normal individual does not 
indicate that there is not a very considerable impairment in the 
perceptual processes of these subjects. The patients are able to 
respond by pressing a key to a simple single stimulus, because it 
does not require complex synthesis. More difficult tasks have shown 
a rather marked impairment in the perceptual process, as many 
studies have shown. It appears that this impairment is on what 
Wundt called the level of ‘apperception’ and does not seem to effect 
the primary response to external stimuli, but rather the proper 
placement of it in relation to other mental events. 


SuMMARY 


Summarizing the results of our investigation of sensory acuity 
in the field of audition of psychoneurotics, dementia precox cases 
and normal subjects we state that from our data it appears that 
there is no significant difference of sensory acuity in the three 
groups. 
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PREVISION OF THE DEVELOPMENT OF THE NEW CHILDREN’S UNIT OF 
ROCKLAND STATE HOSPITAL* 


BY LEO P. O’DONNELL, M. D., 
CLINICAL DIRECTOR, ROCKLAND STATE HOSPITAL 


Mental illness appears to be increasing. A noteworthy increase 
has occurred in recent years in first admissions under 15 years of 
age. Our present-day psychiatry realizes that many mental ill- 
nesses have their beginning in maladjustments in young children. 
It is also recognized that the treatment of such maladjustments 
should have prevention as a principal aim. 

In order to give an idea of the increase in the number of children 
admitted to institutions for mental disease in the United States I 
would quote from an article by Benjamin Malzberg in Psycuiatric 
QUARTERLY Of October, 1931: 

‘“‘On January 1, 1910, there were 341 patients aged 10-14 years. By 
January 1, 1923, this number had grown to 634. The resident patient rate 
per 100,000 population aged 10-14 years grew from 3.7 in 1910 to 6.0 in 
1923. In 1904 there were 173 admissions aged 10-14 years, the admissions 
including first and readmissions and transfers. In 1910 the admissions in 
this age group had increased to 327; in 1922 the first admissions alone 
totaled 453. The corresponding rates of admission per 100,000 population 
were 2.1, 3.6 and 4.3. 

The entire population of the United States has also shown increased 
rates of admission to institutions for mental disease, during these intervals, 
but it is significant that the rate of inerease has been greater at the younger 
age levels. Part of the increase in rates of admission may be due to in- 
ereased facilities for the treatment of mental disease. But this factor ean- 
not aceount for the whole growth. 

In the State of New York for example the rate of first admissions at ages 
under 15 years increased from 1.8 per 100,000 in 1910 to 4.1 in 1922, and 
in 1930 reached 5.6. Since there has been no change in policy with respect 
to the aeceptance of patients in the New York State hospitals during that 
20 years the reality of the increase may be accepted. 

This growth of mental disease in children and what was being done to 
meet it was one of the questions to which the Sub-committee on Problems 
of Mental Health of the Committee on Physically and Mentally Handi- 


*Presented at Quarterly Conference of State Department of Mental Hygiene at Rockland State 
Hospital, June 22, 1935. 
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capped of the White House Conference on Child Health and Protection 
addressed itself. 

Questionnaires were sent to all state hospitals. Forty-seven replies were 
received. The outstanding fact was the great dearth of facilities for the 
treatment of children with mental disease; all but four hospitals replied 
that there were no special provisions for children. These four included 
Allentown State Hospital in Pennsylvania, which has established a special 
unit for children; Trenton State Hospital in New Jersey, which reported 
certain facilities for treatment of encephalitis lethargica and two hospitals 
in New York—the Kings Park State Hospital and the recently opened Psy- 
chiatrie Institute and Hospital. In these hospitals, with the exception of 
the New York Psychiatrie Institute, the main effort was concentrated on 
treating disorders that arise from encephalitie conditions. Despite its 
seriousness, however, the major problem is not that of treatment of psy- 
choses of an organie origin. Personality problems and behavior disorders 
are of outstanding importance in these age groups.’’ 

That since 1930 there has been a steady increase in the number 
of first admissions to New York State hospitals in the age group 
under 15 years is shown by the following table. 


CHILDREN UNDER 15 YEARS OF AGE FIRST ADMITTED TO NEW YorkK STATE 
HOSPITALS, 1930-1934 
1930 1931 19382 1933 1934 








TIAUMBLE 6. crcccrcsccrccceses Ter Lr eT Ter 1 1 1 1 2 
Gemoral paralygis 2.2... .cccccccccsccesecsccccces 1 5 3 2 5 
eee rere reer rere 0 1 0 0 0 
Psychosis with other brain and nervous diseases... . 7 11 11 11 21 
Psychosis with other somatic diseases.............. 0 1 0 0 0 
PEORIC-GODTOMMVE 54 scsiciccescsccdonessoncsesicvess 5 3 3 0 2 
PIOMNOTTAD PTWCOE ois ccs c ce cr eceassecccccccesece 7 17 12 6 20 
EPUCPe PSVCNOBES .scccccccccrerccccccscscccses 7 2 3 3 8 
Psychoneuroses and neuroses .........eeeeeseceees 1 4 9 16 5 
Psychosis with psychopathic personality ........... 6 4 7 8 9 
Psychosis with mental deficiency .............e08. 3 6 6 3 5 
Primary behavior disorders ...........secceeceees 0 0 0 0 48 
NIN ao ti iiyis 46k dk ek 5 SiG lew wh ine wa cae 3 0 3 3 
WE IERIE. ovsccvcnseucasswcesneeecseens 16 32 25 31 2 
ED no vice sicccannccsvdvcsasucae 57 87 83 105 130 


Within the past year our attitude has changed so that cases pre- 
viously diagnosed as without psychoses, and classified according to 
the disorder they are showing and for which they are being treated, 
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can be retained in the hospital though they do not show symptoms 
of frank psychoses. This will account for the small number diag- 
nosed as without psychoses in 1934 as compared with other years, 
The behavior disorders were previously diagnosed as without psy- 
choses. The tabulation shows an increase of admissions from 57 
in 1930 to 130 in 1934. The total number admitted for this five- 
year period is 462 as compared with 494 admissions for the 15- 
year period, 1914-1929. Thus we see that in the last five years 
there were only 36 less admissions than in the preceding 15 years, 
In percentage of total first admissions, this group has increased 
from 0.6 in 1930 to 1.1 in 1934. 

If the cases of mental deficiency and organic psychoses are not 
included we find that in the 15-year period, 1914-1929, there were 
admitted in the other groups the following: Manic-depressive, 55; 
dementia precox, 78; psychoneuroses and neuroses, 13; psychoses 
with psychopathic personality, 40; undiagnosed, 19; without psy- 
choses, 38; or a total of 243. In the five-year period, 1930-1934, 
there were in these groups, including behavior and conduct dis- 
orders: Manic-depressive, 13; dementia precox, 62; psychoneuro- 
ses and neuroses, 35; psychoses with psychopathic personality, 34; 
undiagnosed, 12; without psychoses, 106; primary behavior dis- 
orders, 48; making a total of 310 or an increase of 67 in the past 
five years over the same group in 15 preceding years. The numbers 
in the organic and other groupings for the two periods were 131 
and 251, respectively. This would indicate that the increase within 
the past five years has been principally in the former grouping. 

Child guidance clinics were established in this State in 1919 and 
in that year 619 children were examined. This work has been very 
beneficial and has grown steadily. In 1930 there were seen in these 
eliniecs 2,548 new cases and 513 return cases in 107 cities and vil- 
lages of the State. With the excellent work accomplished by this 
agency, or rather in spite of it, there is a steadily increasing num- 
ber of children under 15 years of age requiring hospital care and 
treatment. 

Before the study was made by the White House Commission in 
1930 the lack of facilities for treatment of this type of disorders in 
children was appreciated. The Kings Park State Hospital cot- 
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tages were established in 1924 but were mainly for the treatment of 
post-encephalitie disorders though some other types were cared 
for. In Pennsylvania, Dr. Henry I. Klopp, superintendent of 
Allentown State Hospital, in his biennial report for June 1, 1924, to 
June 1, 1926, made the following statement: 

‘Tt is our opinion, that, after all, from a mental hygiene standpoint, if 
anything is to be accomplished in the lessening of criminals and young peo- 
ple becoming institutionalized either in reformatories, penal institutions or 
mental hospitals, the greatest preventive measure lies in the early reecogni- 
tion of the juvenile offenders, delinquents and problem children. A mental 
hospital through its psychiatrists, nurses and social workers with psycho- 
logical and psychiatrie background, to our minds is the one place that ean 
properly observe, study, diagnose, and make recommendation to the courts. ”’ 

I think that every physician who has worked in child guidance 
clinies and those who have come in contact with children admitted 
to State hospitals agree whole-heartedly with Dr. Klopp. There 
are many cases seen in clinics that would benefit materially by « 
period of study in a children’s unit, where the child would receive 
intensive study and guidance under controlled conditions. 

In the child guidance clinics conducted by this hospital there were 
299 new cases examined in the year ending June 30, 1934. Of this 
number, 45 were classified as follows: Schizophrenia 3, psychoneu- 
roses and neuroses 10, psychopathic personality 6, behavior habits 
3, neurotic 18, conduct disorders 5. The clinie physician felt these 
children would have had a much better chance of future adjustment 
if they could have been treated in a unit such as we plan to have at 
Rockland. 

The great need for facilities to care for the children in the age 
group under 15 years of age can readily be seen from the foregoing 
facts. To meet this need the Department of Mental Hygiene 
planned the establishment of a children’s unit at Rockland. This 
unit will accommodate 150 children, 75 of each sex. The buildings 
of this group include six cottages or homes all connected by corri- 
dors with a central administration building. The buildings are 
attractive, one-story structures of Spanish architecture in keeping 
with the other buildings of the institution. They are constructed 
of fireproof materials, with concrete floors, hollow tile walls and 
partitions and reddish brown tile roofs. There are three cottages 











430 PREVISION OF DEVELOPMENT OF THE NEW CHILDREN’S UNIT 


for boys and three for girls, each group arranged in form similar 
to a clover leaf. A corridor runs from each cottage to a common 
center and thence to the administration building, which is located 
midway between the two groups. The cottages are similar in size 
and arrangement. Each will accommodate 25 children. There is 
one day or living room with door opening out on a protected porch, 
At one end of the cottage is a large dormitory. Between the day 
room and dormitory are located the nurses’ office, visitors’ room, 
lavatory, toilet, shower and dressing rooms; coat rooms; clothing, 
linen and utility rooms; and a suite of two rooms with separate 
toilet and lavatory between where one or two cases of contagious 
disease ean be isolated. In the basement are located a soiled- 
clothes room, storage room and a janitor’s room. 

The administration building contains an auditorium with stage 
and dressing rooms and a projection room. The auditorium will 
seat about 150 persons comfortably. On the opposite side of a 
foyer from the auditorium are dining rooms for children and em- 
ployees, the serving room and kitchen. The administration build- 
ing also contains offices for physicians, supervisor and teachers and 
a large classroom for the children of each sex. Each classroom 
may be converted into three separate classrooms by sliding par- 
titions. 

The children’s group is located in one corner of the hospital 
property, adjoining a women attendants’ home on one side and a 
patients’ building on the other or rear side of the group. While 
the area around the buildings is not as extensive as one might like 
for play and exercise grounds, still there is room for basketball, 
soft baseball, ete. There is a shady grove nearby and the children 
will have access to the main athletic field and the central auditor- 
ium of the hospital of which the children’s service is a part and 
with which it will be rather closely integrated. 

The walls of the various cottages will be decorated appropriately, 
taking into consideration the age of children living in the cottage. 
The furniture will be especially designed and of suitable size and 
eolors. In the dressing room, which is situated at the entrance to 
the sleeping dormitory, each child will have his or her own locker 
made of suitable size so that clothing may be arranged on hangers 
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in half of the locker and the other half contain three or four 
drawers for other articles of clothing. The lower drawer will be 
reserved for toys or other play material which is so dear to a 
child’s heart. These lockers will be of such height that the chil- 
dren will be able to arrange their own clothing. 

The day rooms will contain some play apparatus so that on 
rainy days there will be an opportunity for play. The playgrounds 
will be equipped with swings, slides, jungle gyms and teeter-totters. 
Boxes, boards, ete., will be supplied so that the children can build 
huts or make doll houses according to their own wishes. On the 
grounds there is sufficient space for indoor baseball, volleyball and 
basketball. For baseball, a field across the road from the unit will 
be utilized. The cement road between the unit and building 32 will 
be used for roller skating. 

The personnel will consist of one physician in charge, who will 
devote his entire time to this unit. He will be assisted by the phy- 
sician who holds the child guidance clinics and who will devote all 
of his time not utilized in clinic work to this group; one oceup- 
ational therapist, one psychologist, one assistant social worker, 
four teachers, one special attendant physical aid and eight graduate 
nurses. Two of this number will be supervisors, one day and one 
night; 19 attendants, 12 for day and 7 for night duty; one cook, one 
assistant cook and one kitchen helper, two dining room attendants. 
The members of this personnel will be chosen not only for their 
academic ability but also for their ability to understand and man- 
age children. 

From a study of reports of children under 15 years of age admit- 
ted to State hospitals we have reached the following conclusions; 
first, those cases in the organic groupings were smaller than the 
non-organic; second, the latter group is steadily increasing; third, 
Kings Park State Hospital has an established unit that has been 
treating mainly the organic group for a number of years. The Psy- 
chiatrie Institute in New York City and the Children’s Institute 
of Allentown State Hospital have treated both groups. Having 
these facts in mind we would like to limit the children admitted to 
Rockland State Hospital Children’s Unit to those under 15 years 


of age who have conduct disorders and behavior disorders (not 
JULY—1935—a 
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post-encephalitic), dementia precox, manic-depressive psychoses; 
psychoneuroses and neuroses; and psychopathic personalities. 

The admission of these children to the unit would be brought 
about only after efforts to adjust them through child guidance 
clinics had failed. There would also be admitted cases whose prob- 
lems are such that the physician having charge of them prior to ad- 
mission feels that a more thorough study of the children is needed 
than can be obtained in a clinic. 

In desiring to limit admissions to this group we have the experi- 
ence of others to guide us. I will quote from a letter received from 
Dr. Henry I. Klopp of Allentown State Hospital: 

‘‘Your deduction is correct that a large percentage of the juvenile pa- 
tients constitute post-encephalitis behavior disorders. The milder types of 
encephalitis cases can be comfortably cared for among the group of non- 
psychotie problem and conduct disorder children including the psychoneu- 
roses and other types of psychotic reactions. The more severe impulsive 
types of encephalitis, although they need institutional care, are a retarding 
factor to the other children. Last year, we found that at least eight of our 
children were definitely retarding the progress of others in their school 
work. Immediately upon their being eliminated, the others made definite 
progress and with one exception, were able to make up their school work by 
the close of the schools in June. 

There is one other factor which enters materially into this work; the 
great tendency to endeavor to bring about the admission of feebleminded 
eases. We are very cautious to eliminate these although we cannot always 
do so if committed upon court order for observation and treatment. 

The other problem you will find is a goodly percentage of borderline and 
dull normal children, also epileptic children. I am mentioning these gen- 
eralized facts to give you food for thought.’’ 

The children will be classified in groups according to age, as fol- 
lows: 4-8; 9-11; 12-14. Children admitted to this unit will in the 
greater number of instances be sent from Bellevue, by private phy- 
sicians and social and welfare organizations. It is our opinion that 
the form of commitment should be either the minor’s voluntary or 
physician’s certificate in practically all cases. This type of com- 
mitment would show a willingness on the part of parents to cooper- 
ate with the hospital in the treatment. This is quite essential as a 
great number of the difficulties of children is due to family and 
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home situations. Upon admission, or preferably before admission, 
the patient and his family will, if possible, be interviewed sepa- 
rately and together. In the initial interview with the child an effort 
will be made to alleviate any feeling of loneliness and have him feel 
that he is going to like being in the hospital. He will then be intro- 
duced to the supervisor and the nurse in charge of his cottage. The 
physician will interview him from day to day and will consult with 
the nurses regarding the patient. By the end of the first week a 
complete physical and modified mental examination should be com- 
pleted, the social worker should have contacted the family and ob- 
tained a complete anamnesis and the intelligence tests completed 
by the psychologist. Combining these with his personal observa- 
tions, results of conferences with other members of the personnel 
the physician should be able to formulate a case history which 
would set forth the problem presented and assist materially in his 
planning further treatment. 

As in other units for the care of children, the teaching will be 
coordinated with that of the occupational therapy department. 
There are six classrooms in the unit or one for each cottage. These 
are to be equipped with blackboards and movable desks and chairs. 
In classrooms for age groups 4-8 and 9-11 there will be an aquarium 
and a sand box. The boys and girls will attend classes together. 
An equal amount of time will be given to class and occupational 
therapy if possible. Each age group will be divided into four sec- 
tions for class work; in this way each teacher will have only 12 
pupils in the room at one time. 


Thus homogenous groupings can 
be obtained. 


The hours of class for each section of the age groups are as fol- 


lows: 4-8, one hour, total 4 hours; 9-11, 2 hours or total of 8 hours 
for the group; 11-14, 214 


, 2% hours or total of 10 hours for the group. 
The classes will be ungraded and the teaching will be carried out 
by having the children do things rather than by rote, keeping in 
mind having the children return to public school when they leave 
the hospital. The teacher of the group 4-8 may assist the oceupa- 
tional therapist in her work with this group. Some of the nurses 
or attendants may assist with other groups. The type of occupa- 
tional therapy will, of course, depend upon the ages of the children 
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and their individual needs. In general it will consist of modeling, 
painting, leather work, woodwork, basketry, weaving, hooking, tap- 
estry, needlework, dressmaking and use of sewing machines. In 
this work we shall keep in mind the benefits to be derived by the 
patients from the work undertaken and not from how good or bad 
the finished product may be. Children enjoy plays and dramatiza- 
tion of their everyday life is of great interest to them. The audi- 
torium will be used to allow the children to put on little plays and 
for educational movies. Group singing is another very beneficial 
and enjoyable adjunct in helping children to adjust. 

In physical training there are several things to be considered: 
foremost, that each child is an individual and the same rule will not 
apply to all. His play should be supervised and directed to a cer- 
tain extent but a child should be given an opportunity to develop 
his own ideas in play. The play of the younger age group 4-7 will 
be with clay, sand boxes and pails, blocks, tin pans, buttons, beads, 
pegs, dolls, crayons, paints, ete. In the group, 7-10, the children 
will have increased mental activity. They will be interested in 
more strenuous games; building, collecting, drama, imitation, run- 
ning, jumping, climbing, painting, flying kites, playing marbles, 
baseball and other group games. From 11-14, the children may be 
expected to manifest an increased interest in mental and social ac- 
tivities and group games, such as baseball, track, swimming, basket- 
ball, volleyball, football, movies, checkers, ete. 

After a child’s admission to the unit and the carrying out of the 
initial plans for treatment outlined, he will be studied not only by 
the physician but by each individual who comes in contact with him. 
The physician will from time to time hold conferences with the 
other members of the personnel regarding each child and will de- 
cide upon the course to follow in the treatment; and, will outline 
this course to the personnel. These conferences will from time to 
time be attended by the clinical director and other members of the 
staff. During a child’s residence in the hospital every effort will 
be made to work with the various members of the family to give 
them an understanding of the child’s difficulty and of the part they 
must play in his eventual adjustment. 

We estimate that the average residence in the unit will be six to 
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eight months, realizing of course, that there will be many who will 
remain for a longer period. There will be some who are not teach- 
able and who will act as deterrants to the group. Patients of this 
type will have to be removed from the unit. If this group becomes 
large enough we might establish wards on the male and female re- 
ception services for the treatment of children under 15 who are not 
teachable or do not benefit by continuing in the unit. The right of 
the physicians of the hospital to determine what child is suitable 
for the group, and, if not suitable, to remove him from the group 
should be understood by the family when the patient is admitted. 

In formulating plans for this unit we realize that they must, of 
necessity, be elastic and that many of the things we consider excel- 
lent now will doubtless be changed as experience teaches us better 
ones. Judging from our present perspective, the unit as planned 
will fill a much needed place for the treatment of juvenile mental 
disorders. 








CHILD GUIDANCE IN SCHOOLS* 


BY FRANK F. TALLMAN, M. D., 
SENIOR ASSISTANT PHYSICIAN, ROCKLAND STATE HOSPITAL 

In the story of psychiatry, from the early days of Pinel to the 
later ones of Adolf Meyer and Clifford Beers, we find as in the 
history of general medicine, a constant progression being made 
from the eare of the abnormal to a study of the so-called normal 
in an attempt to prevent mental illness. It was not until 25 years 
ago that the mental hygiene movement came into being as a result 
of the combined energy and organizing ability of Beers and the 
scientific genius of Meyer. 

The first problem of mental hygiene was the adequate and scien- 
tific, physical and mental care of the so-called insane patients. The 
next step was in the general direction of prevention. In the course 
of time states and cities became interested in the organization of 
elinics for adults and children who had found difficulty in making 
a suitable adjustment. The theory upon the strength of which, 
these clinics were held, was that if the difficulties of both adults 
and children were treated early the incidence of frank mental dis- 
ease might be lowered. Argument still exists as to the ultimate 
effect of clinic treatment but careful observers have reason to be- 
lieve that it does tend to produce the desired results. Particularly 
encouraging is the fact that the longer a given locality has had a 
clinic the more incipient are the cases which are presented for 
treatment. This is partly because the most pressing and obvious 
problems are dealt with almost as soon as the clinic starts and 
partly because of the educational value of the clinie as an entity 
and of the educational work of the clinie staff. These findings 
would indicate that the general tendency is in the direction of a 
more positive mental hygiene—a mental hygiene which seeks to 
help children and adults with their problems of adjustment, even 
before they are serious enough to bring to clinic. The writer agrees 
very definitely with this tendency and this research is predicated 
on the thesis that a problem should be dealt with in its incipient 
stage. 


*Presented at Quarterly Conference at Rockland State Hospital, June 22, 1935. 
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If hygiene of the mind is ever to become as extensive and active 
as bodily hygiene, problems of both technique and administration 
must be solved. The project here presented is intended as a con- 
tribution toward this solution. 

Perhaps a short history of the mental hygiene movement in Rock- 
land County will serve to clarify what has been said and to explain 
why the work has been attempted. 

For a number of years child guidance clinics have been held in 
this county under the auspices of the Bureau of Prevention of the 
State Department of Mental Hygiene. When the writer was put 
in charge of these clinics, (soon after the opening of the Rockland 
State Hospital) he found that they were either directly connected 
with schools or else were being utilized almost exclusively by them. 
At first this policy was continued for want of a better one—but as 
time went on, events showed that this was, in the writer’s opinion, 
a plan ‘‘par excellence’’. Consequently, when the time came to 
expand our services, the general, although not the exclusive diree- 
tion, was toward the school. Clinics are now held in schools which 
range in size from two to many rooms. 

As the clinie worked with the teachers and children, certain ideas 
began to crystallize as opinions in the writer’s mind, the most im- 
portant of which was that it was obviously impossible to reach all 
the children of a given community in their natural setting, that is, 
the home. However, the school was the place where children con- 
gregated in large numbers from the age of five up. In other words, 
while we could not influence them in the home, in any appreciable 
numbers, we could contact them at school if some suitable technique 
could be evolved. 

Frequently conversations between a teacher and the psychiatrist 
begin by the teacher saying, ‘‘I’d like to ask you about Joe—of 
course, he isn’t a bad enough problem to warrant bringing him to 
a clinic, but . . . ’? What did this attitude on the part of the 
teacher mean? Investigation by means of many talks with school 
executives, teachers and school nurses elicited the information that 
there were many children, who presented problems of a more or 
less minor nature, which the school felt should be adjusted on a 
mental hygiene basis. The school staff was eager to help and most 
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cooperative. All that was needed was information and methods 
by which it might be applied. It also showed us that the clinic was 
only reaching so-called serious problems and was not giving ade- 
quate positive mental hygiene. The only place where the clinic 
was functioning in a truly positive sense, was in the Parent-Teach- 
ers’ Associations where an active program of public instruction was 
being presented. 

One cannot have intelligent working contact with edueators with- 
out making an effort to acquire the current philosophies of educa- 
tion. Indeed it is futile to work in the school without becoming 
familiar with the educational procedures and problems. Failure 
to do this results in a general lack of sympathy and understanding. 
One cannot interpret a child’s personality difficulty to a teacher 
unless the teacher’s point of view is understood and to a certain 
extent shared. Modern education is endeavoring to fit the curricu- 
lum to the child. Dr. William H. Kilpatrick,* professor of eduea- 
tion, Teachers’ College, Columbia University, said: 

‘‘From the point of view of child health and protection, the school ean 
have no other program than to care for the whole child... ”’ 

‘‘Thanks to mental hygiene, we are understanding as never before, the 
dangers as well as the potentialities relating to the building of the self. 
For any person, disintegration and integration are very real possibilities. 
Many of the hitherto inexplicable ills of life are now seen to be due to mal- 
adjustment of personality. The integration of personality becomes possibly 
the most insistent of all educational objectives. Here, the better school pro- 
gram can have marked advantages over the ordinary course of study . . .” 

Certainly education is ready and willing for psychiatry and the 
need must be met with a plan of action which is not only scientific 
but practical. 

The research here presented has then three aims. The first being 
to create a situation in a public school where certain fairly large 
experimental groups of children receive special but nevertheless 
practical mental hygiene, vocational guidance and more or less indi- 
vidualized educational guidance over a period of years. Control 
groups of like samples to be examined, the results noted, but no 
follow-up undertaken. In other words, to practice positive mental 


*School Health Program—Section III Education and Training. White House Conference on 
Child Health and Protection. 
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hygiene in a school system and through a control group attempt to 
assess its value during and after a period of years. The second, is 
to work out a reasonably practical system of examining school chil- 
dren and to bring about any adjustments found necessary. The 
third and not the least important aim has been to give education in 
mental hygiene to the teachers and other school officials participat- 
ing in the experiment. It was felt that such an experiment might 
become an integral part of the school system and that the teachers 
would therefore become much more aware of the importance and 
practical value to the individual pupil of positive mental hygiene. 

In attempting this work many criticisms became apparent, the 
most troublesome of which were the ultimate validity of the results, 
and the time element. If the group worked with presented a better 
level of adjustment upon graduation from high school it would tend 
to prove that mental hygiene had a distinct value both to the indi- 
vidual pupil and to the school, but on the other hand if it failed, 
such a failure would in all probability mean that the methods used 
were faulty rather than that mental hygiene was useless. The ex- 
periment to be really successful depends upon close cooperation 
between mental hygienist, teachers and vocational guidance direc- 
tor, which makes it impossible to accurately evaluate the role of 
mental hygiene alone. 

Still again, school population shifts more rapidly than one would 
expect, and the period of years involved would mean that both the 
active and control groups would dwindle in number, thus, jeopard- 
izing the validity of the results even more. 

In spite of all these handicaps the experiment was felt to be of 
sufficient educational value to warrant the expenditure of time and 
energy necessary for its performance. It was hoped also that 
something of value might be evolved regarding procedure. 

The first step was to thoroughly acquaint the school superintend- 
ent with the procedure and ainis of the research. This having been 
done and his cooperation having been obtained, the lower school 
principal, the psychologist and the school nurse were given the 
same general information. 

Since we were going to depend upon the teachers for much of our 
information, some practical method had to be devised to get the 
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necessary material. The method obviously could not be too time 
consuming nor too complicated. A check sheet was prepared for 
this purpose. 

This form is illustrated below except that for the purpose of 
printing it has been condensed. More writing space was allowed 
on the original. It was hoped that through the section on environ- 
ment we could get information about the children’s background. 
We had no social service assistance and therefore could not get the 
material directly. In a revised sheet which we are using now, this 
whole section has been greatly simplified because it was found that 
actually, information of little value was obtained from its use. The 
problems listed are taken from the statistical outline which is used 
in child guidance clinics. The material having to do with person- 
ality attributes was designed to indicate too much introversion, or 
on the other hand, too much extroversion. In the revised form 
mentioned above this section has been greatly improved both as to 
content and arrangement. However, the sheet as here presented 
resulted in amassing a surprising amount of information about the 
children. 

Form I. It was decided to use Grades III and VII. Grade III 
was chosen because it was felt that by this time the child would 
have overcome the superficial maladjustments which often occur 
when school is first begun. Grade VII, because we wanted a group 
who were pre-adolescent and who could be followed for a shorter 
number of years. Consequently, the whole of Grade III, totaling 
105, was selected. The average chronological age of these children 
was 8 years, 6 months; mental age, 8 years, 9 months; and intelli- 
gence quotient of 103. The Grade VII group numbered 62 with an 
average chronological age of 12 years, 7 months; mental age, 13 
years, 1 month; intelligence quotient 104. 

These children attended a school system, which according to 
present-day standards, is excellent and which offers considerable 
diversification of curriculum especially in the junior-senior high 
school. 
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FORM I 
PUPIL CHECK SHEET 



































Name of Pupil Date 
ENVIRONMENT (Check) 
HOME ENVIRONMENT NEIGHBORHOOD ENVIRONMENT 
Above average Above average 
A. Physical Average A. Physical Average 
Below average Below average 
Above average Above average 
B. Economic Average B. Economic Average 
Below average Below average 
PARENTS SIBLINGS 
Above average 1. Any known antagonisms to child? 
1. Parental control ~ Average 
Below average Yes No 
2. Adjustment to Above average 2. Any abnormalities? 
their environ- | Average a. Physical 
ment and to | Below average b. Mental 
other ce. Social 
3. Any abnormalities? 
a. Physical 
b. Mental 
ec. Social 
GENERAL COMMENTS (Be brief) 
PROBLEM (Check) 
A. Nail biting Destruction of property 
Thumb sucking Cruelty 
Enuresis Sex offenses 
Masturbation Whispering 
Tantrums Tardiness 
B. Truancy C. Facial twitches 
Fighting and quarreling Stammering 
Disobedience Over-activity 
Untruthfulness Fears 
Stealing Frequent crying 
Setting fires 
GENERAL COMMENTS (Be brief) 
PERSONALITY CHECK SHEET 
Talkative Inattentive Not likable 
Quiet Too conscientious Day dreams 
Too quiet A ffectionate Energy well directed 
A show-off Wants to be teacher’s favorite Energy poorly directed 
Bully Undemonstrative A leader 
Sensitive Unselfish Sociable 
Seclusive Selfish Shy 
Apathetic Feels inferior Lonely 
Disinterested Likable 


Emotional attachment to 
mother and father 
GENERAL COMMENTS (Be brief) 
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The writer pauses here to pay tribute to the splendid cooperation 
obtained from this organization. The school superintendent was 
most helpful and offered many very valuable suggestions. No bet- 
ter proof of this is needed than that this project was welcomed 
by him and his excellent staff. 

The most difficult problem now had to be considered, namely, 
how to give a uniform psychiatric examination in a relatively few 
minutes of time? Various standard personality tests as the Rogers 
and the Bernreuter were considered. The writer feels that self- 
administered personality examinations are not particularly valua- 
ble in themselves and that they are useful chiefly as a basis for 
interview. Nevertheless, we considered giving suitable personality 
tests to be followed by psychiatric interviews, but finally disre- 
garded the plan in favor of devising our own forms to be used uni- 
formly as a basis of interview. After considerable rearrangement, 
addition and subtraction, they were used in the forms pictured 
below. Form II was used for Grade III and Form III for Grade 
VII. An interpretation and criticism of them is undertaken later 
in the paper. 

Having an eye to the practical, the interviews were limited to 15 
or 20 minutes. Incidentally this time schedule was adhered to 
throughout the experiment. 

The results were classified under suitable headings which will be 
discussed at greater length later. 

Each child received a Terman revision of the Binet-Simon Test 
given by the school psychologist. 

The follow-up work was then planned. The two groups were 
divided by taking alternate names from an alphabetically arranged 
list. Such complicated methods, as dividing the pupils so that 
each group consisted of equal numbers from different social levels 
but having similar intelligence quotients were discussed but this 
plan was found to be impracticable because of our lack of exact in- 
formation concerning the social background of the child. By the 
aforementioned alternation of names we obtained two groups which 
were homogeneous enough for all practical purposes, and which 
can be described as ‘‘ Random controls’’. The children chosen to 
be worked with, will be treated by trying to correct the difficulties 
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which have been revealed by the psychiatric interview. The voca- 
tional director, psychologist and teachers will assist in these ad- 
justments, under the direction of the psychiatrist. As a prelim- 
inary to this work, recommendations have been given to the teach- 
ers in whose classes the subjects are. It should be mentioned just 
here that Grade IIT children have the same teachers for practically 
all the subjects, while the Grade VII children receive their instruc- 
tion at the hands of at least four different persons. 



















































































FORM II 
Form for Grade 3 
Endo 
PuysicaAL Type: Pyknic-athletic- | 
aesthenic-dysplastic M. D 
, RR 
PHYSICAL CONDITION : 
1. Ambition? 
2. What do parents want you to be? 
3. Would you like to stay small? 
4. What is your favorite game? 5. Favorite book? 
6. Favorite movie actor?.. OF actress? 
7. Favorite hero or heroine? a 
8. Are you happy? mninincn:. ak aan 
10. Playmates? Many Few 11. Environment ?. 
12. Do you every worry ?................What is worst worry now? 
13. Do you have any fears? 14. Do you like to dream? 
15. Tell dream you like best... 
Tell dream you dislike most? 
16. What is the worst thing one can do?..... 
17. Why should one not steal?—Because it is wrong. Parents say not to. Because one 
may get caught. Other answers................... 
18. Wishes: 1 2 ellen ae 
19. Would you like to stop school? Why? 
20. Would you like a new teacher?. 
21. Which do you like to do best? 
Read Go to movies 
Sew Be by yourself 
Puzzles Think up stories 
Play cards Have friends in to play 
22. Do you feel badly when scolded ?_... 
23. Are you as good as anyone else? ce 
24. Do you imagine stories? Tell me one 








(Story recorded verbatim on back of sheet) 
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It is necessary at this point to enter into a somewhat critical 
evaluation of these methods in order to avoid misinterpretation of 
the results which are reported later in this paper. Mention has 
already been made of the quickly shifting population as a factor 
which would tend to dwindle the size of the group, and the draw- 
back it presents. As a matter of technique it must be taken into 
consideration that this type of work was completely foreign to the 
teachers concerned, and that from this standpoint, it can be con- 
fidently expected that further experience will result in much more 
accurate observation and notation in the use of the check sheet. 
Surveys in two small schools have been done by the writer and an 
attempt has been made from this previous work, to develop a defin- 
ite technique of psychiatric interview for the carrying on of sucha 
project. Certainly more reliable and valid results should come 
from further experience of this nature, and, consequently, a better 
technique will be devised than was used with these children. The 
time factor is very important. Obviously a complete psychiatric 
examination cannot be conducted in 15 to 20 minutes. However, 
with experience and some previous knowledge of the average child, 
it is, in the writer’s opinion at least, quite possible to gain valuable 
knowledge about each child who passes in review. Later, if find- 
ings indicate, more complete examinations can be done. Definitely 
bad personality attitudes and definite problems can be picked up in 
this type of examination. 

In considering the forms which are used as a basis of interview, 
the writer feels that they have a distinct value. However, they 
have no score and in themselves do not measure anything. They 
do provide standard questions designed to bring out the individ- 
ual’s personality tendencies and attitudes, thus allowing a reason- 
able basis for comparison. The questions are not always given in 
their printed form but are modified to suit the child. For instance, 
‘*Are you as good as anyone else?’’ There are many ways of get- 
ting this information by a simple question meaning the same thing, 
but as nearly as possible devoid of the traumatic possibilities of 
the form quoted. These forms are to receive as much revision as 
experience shows to be necessary and desirable. 

Taking the Grade III form first, (Form 2), Question 1, (Ambi- 





FRANK F. TALLMAN, M. D. 445 


tion?) was asked in an attempt to find out if the child had any goal. 
Question 2, (What do parents want you to be?) was designed to 
discover how much parental persuasion entered into the choice of 
goal. The writer found Question 3, (Would you like to stay small?) 
to be a very necessary one and the answers obtained compared very 
well with the estimates of both teacher and examiner. The chil- 
dren who did not want to grow up were almost invariably found to 
be infantile and over-protected. This is the group referred to as 
infantile in the tables which follow. Question 4, (What is your 
favorite game?) was designed to indicate in some degree the child’s 
tendencies either to introversion or extroversion. That is to say, 
a child who tends to be social and to have an open make-up usually 
likes group games which are active. A shut-in child usually pre- 
fers more solitary games as tennis rather than baseball. It was 
found that while Question 5 (Favorite book?) gave some informa- 
tion, it was not as effective as had been hoped. In general it was 
found that the highly imaginative child read the more imaginative 
type of literature; on the other hand, the active social children read 
stories featuring adventures, group activities, ete. Questions 6 
and 7, (Favorite movie actor or actress?) (Favorite hero or hero- 
ine?) were asked in an endeavor to discover the type of material 
which the child was using to develop his super-ego. These ques- 
tions were completely useless, inasmuch as Grade IIT children had 
no heroes or heroines and rarely knew any cinema actors or 
actresses by name. Their recollections of movies were episodic in 
nature and concerned happenings rather than individuals. In 
other words, they clearly remembered that a crime had been com- 
mitted but not the person portraying the criminal. There were a 
few exceptions to this rule but not in sufficient numbers to warrant 
the future use of these questions in the revised forms. Question 8, 
(Are you happy?) made an attempt to get the child’s general reac- 
tion to life and the results were totally without value. It was found 
that much more valuable information can be obtained from other 
questions and so this one is being omitted also. Question 9, (Pets?) 
was asked so that the examiner could see whether the environment 
offered the child an opportunity to develop suitable attitudes of 
protection and affection directed towards a living object dependent 
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upon them. The majority of the children had pets and a proper 
attitude had been developed in regard to them, as shown by the 
eagerness with which the questions were answered. The children 
who possessed no pets bitterly resented the lack and were not slow 
to blame the person or circumstance responsible. Question 10, 
(Playmates?) was designed to further inquire into the child’s gso- 
cial attitudes. Experience has shown the writer, that a child in 
Grade III considers four playmates ‘‘many’’ and, one to three, as 
‘*few’’, Question 11, (Environment?) has been used as a check on 
Question 10. It is quite obvious that when a child lives in an en- 
vironment where there are few children, he can have but a small 
number of playmates regardless of how extrovert or gregarious 
he may be. However, we did find that very sociable children go 
out of their immediate environment in an effort to find friends. 
The most frequent worries, (Question 12. Do you every worry?) 
that the children had were over family affairs—(financial or mari- 
tal), and over school work. The answer to the second part of the 
question, (What is your worst worry now?) was too often arith- 
metic, indicating this subject is apparently not being taught prop- 
erly. In Question 13 (Do you have any fears?) the children spoke 
of real fears in many cases, others had numerous fears which could 
not be ascribed to any ‘‘thing’’ or ‘‘object’’. The writer got the 
impression that many of the children experienced anxiety which 
under the stimulus of the question, they associated with some ob- 
ject in their environment, which, in itself, was not traumatic. Ques- 
tion 14, (Do you like to dream?) provided many interesting an- 
swers and was designed as an indication of conflict. Many of the 
children had dreams indicating fears. A number of them dreamed 
about the more exciting and terrifying part of movies they had 
seen or radio programs they had heard. Some liked very much to 
dream and obviously got a good deal of satisfaction out of this noce- 
turnal phantasy. The children who seemed to have the best bal- 
anced personalities dreamt little and had a neutral attitude towards 
dreams. The importance of Question 15 is obvious. (Tell dream 
you like best. Tell dream you dislike most.) Question 16 (What 
is the worst thing one can do?) was an attempt to examine the 
child’s conception of his relationship to society. Many of them 
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said, ‘‘Lie’’, and a few, ‘‘Kill’’. Question 17, (Why should one 


not steal?) was designed to inquire further if these children were 
forming proper social attitudes in respect to law. Stealing was 
used because it is the most frequent juvenile offense. The form— 
‘‘Parents say not to’’—was asked to see how much the obeying of 
laws had become a part of the personality and how much was 
merely obeying parental orders. The infantile child frequently 
said he didn’t steal because he was told not to. Most children said 
they refrained because it was wrong. A few did so because they 
were afraid of being caught. The writer thought this latter situa- 
tion demanded attention. Question 18, (Make three wishes.) gave 
the child an opportunity to express his longings. Most asked for 
‘‘things’’. Others for concepts which they had been taught were 
valuable such as ‘‘good eduecation’’ or ‘‘good health’’. However, 
the most important thing revealed by this question was the child 
who had an overdose of attention and goodness. It also indicated 
in some cases what the child was worrying about and served as a 
check on Question 13. Shut-in and infantile children often want 
‘feveryone to be happy’’ and ‘‘everybody to be good’”’. The writer 
feels that the average well-balanced child of Grade III age would 
rather have a bicycle or a doll! Question 19, (Would you like to 
stop school?)—put more discreetly to the child than the question 
indicates. The answer revealed a surprising amount of curriculum 
maladjustment. Usually those who wanted to stop school did so 
because of their fear of failure in one or many subjects. The child’s 
attitude is, of course, the important thing. There is no doubt that 
many of the definite antagonisms children acquire for various sub- 
jects has begun by a faulty attitude formed in the first few grades 
of school, Considerable tact was required in asking Question 20, 
(Would you like a new teacher?) but the answers were frequently 
helpful and sometimes startling! Question 21, (Which do you like 
to do best.?2—read—sew—puzzles—play cards—go to movies—be 
by yourself—think up stories—have friends in to play.) was de- 
signed to give the examiner some idea as to the character of the 
child’s activities, thus providing a clue as to whether the child’s 
attitude to life was extroverted or introverted, and, also whether he 
liked abstract things such as reading, movies, ete., or more con- 
JULY—1935—H 
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crete activities such as sewing, playing cards or playing with 
friends. The question was found to be of real value and to pro- 
vide very definite information. Replies to Question 22, (Do you 
feel badly when scolded?) were, as would be expected, usually in 
the negative but the introverted, sensitive children frequently an- 
swered in the affirmative. Question 23, (Are you as good as anyone 
else?) was included after much consideration and with a good deal 
of trepidation because it was feared that the child’s attention might 
be focused upon feelings of inferiority with disastrous results. 
However, experience with this question would indicate that those 
children who have such feelings to any degree are already acutely 
aware of them. The others were apparently not much interested in 
the question. Question 24, (Do you imagine stories?) was designed 
to get some idea of the extent and type of the phantasy life of the 
child. It was followed by a request for the recital of a spontaneous 
production. The results were interesting and instructive. One 
could almost visualize the child’s personality from some of them. 
Practical, active, extroverts told practical active stories and the 
introverts nearly all produced muddled and confused fairy tales. 
Some of the children revealed definite fears and anxieties. Some 
others indicated by their tales what they would like to be or to do. 

The form used for pupils in Grade VII, (Form 3), is very sim- 
ilar to the one just described. The first five questions are identical. 
Question 6, (Favorite hero or heroine?) might have been expected 
to reveal with whom the child is identifying himself. Interestingly 
enough, very few had apparently made any identification at all. 
Grade VII and still no heroes! Question 7, (Favorite movie 
player?) was asked to find out what type of personality a child of 
this age liked to see on the screen. Most replies indicated that the 
children liked players whose sereen personalities suggested the 
very adolescent! It is considered valuable to foster the formation 
of hobbies which become particularly important in adjustment dur- 
ing maturity. However, answers to question eight, (What is your 
hobby?) indicated that disappointingly few children had real hob- 
bies. Questions 9, 10 and 11 were the same as those used with 
Grade III. The questions about ‘‘worry’’ were not as candidly 
answered by this group but interesting results were obtained. The 
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FORM III 
Form for Grade 7 
oes eh 
PuysicaL TyPE: Pyknic-athletic- 
aesthenic-dysplastic i ats 





DOD sisi FE ninco 


PHYSICAL CONDITION: 




















































































































1. What do you want to be? 
2. What do parents want you to be? 
3. Would you like to stay as you are? 
4. What is your favorite game? 5. Favorite book? 
6. Favorite hero or heroine?._.______._...... 7. Favorite movie player? 
8. What is your hobby? 
9. Have you any pets? 
10. Playmates: Many? Few? (Answer yes or no) Both sexes? 
11. Do you worry?.._.___...... What is your worst worry now? 
12. Do you go to parents with your worries?._.....If not, why not? 
13. Do you have any fears?...__.._....of what are you most afraid? 
14. Do you like to dream ?_.______. — Tell nicest dream: 
Tell worst dream: 
15. What is the worst thing one can do? (Leave out stealing) 
16. Why should one not steal? Because ét is wrong. Because parents forbid. Because 
one may get caught. If none of these—why? 
17. Wishes: 1 2 3 
18. Would you like to stop school now? Yes: Why? 
No: Why? 
19. Would you like a new teacher? Yes: Why? 
No: Why? 
20. Are you shy or sensitive? 
21. Do you get your feelings hurt easily when corrected ?_......when teased? = 
22. When in trouble do you go to someone for help? 
23. Do you build castles in the air? What are they? 
24. Do you like to amuse yourself as a rule, or would you rather be in a group? = 
25. Are you happy?.__...... If not, why not? 
26. Do you feel inferior physically? Why? 
Do you feel inferior mentally? Why? 
27. Are you satisfied with your body ?..........Why not? 
28. What or whom do you hate? 
29. Do you like crowds? 
30. Which do you like best—games or books? 
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most important being that a surprisingly large number of children 
did not discuss their worries with their parents. When asked why 
they pursued this course, the replies were evasive. Questions 13 
to 19 inclusive, are similar to the ones used in the other question- 
naire and the answers were of like value. The replies to Question 
20 (Are you shy or sensitive?) were surprisingly candid and it was 
obvious that the many who answered in the affirmative were quite 
distressed about this problem. Question 21, (Do you get your feel- 
ings hurt easily when corrected?—when teased?) was used as a 
check on Question 20 and sometimes brought out corrected answers 
in those who felt too keenly to give the response previously de- 
manded of them. Question 22, (When in trouble do you go to 
someone for help?) was inserted as a check on Question 12. It 
also was designed to find out to whom children turned for confi- 
dants, if not to their parents. The results of Questions 12 and 22 
lead the writer to believe that children of this age are very 
timit and reticent concerning difficulties. This suggests that 
opportunity for help must be brought directly to them since 
they are not likely to seek it out. The purpose of Question 23, (Do 
you build castles in the air? What are they?) was obviously to 
find out how much and what kind of day dreaming was done. The 
responses almost invariably checked with the personality make-up, 
that had been previously indicated. The replies to Question 24, 
(Do you like to amuse yourself as a rule, or would you rather be 
in a group?) indicated that the predominately extroverted enjoyed 
groups and vice versa. The introverted frequently gave hesitant 
answers and sometimes said ‘‘groups’’ when they really did not 
mean it. Practically all the answers to Question 25, (Are you 
happy?) were in the affirmative. This was true even when previ- 
ously, replies had indicated otherwise. Apparently children think 
that because they are children they ought always to be happy! 
Questions 26 and 27, (Do you feel inferior physically?) Mentally ?— 
Are you satisfied with your body?) brought out inferiority feelings 
and the answers were surprisingly candid. Responses to Question 
28, (What or whom do you hate?) were valueless and in future 
forms it will be omitted. A number of the pupils indicated articles 
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of food as their especial hate but all remained loyal to spinach! 
Questions 29 and 30, (Do you like erowds?—Which do you like 
best—games or books)) were a further check on personality atti- 
tudes. 

Now that we had the material, the problem of the classification 
of results had to be considered. It was decided to use, ‘*An Out- 
line for the Psychiatrie Classification of Problem Children,’’ by 
Drs. Brown, Pollock and Potter with particular reference to their 
section on primary behavior disorders. The aforementioned classi- 
fication did not completely meet the need of this study because 
there were several situations met with which did not fit into the 
schedule but which it seemed desirable to delineate. As a result 
the following grouping was decided upon. 

(1) Primary behavior disorders, (habit, neurotie traits, con- 
duct). 

(2) Personality deviations, (unstable; worrisome; too shy ; sen- 
sitive or seclusive; emotionally immature; psychopathic). 

(3) School difficulties, (special disabilities—curriculum malad- 
justments, ete.). 

(4) Environmental, (situation that proved to be wholly environ- 
mental). 

(5) Physieal, (where the difficulty appeared to be wholly due 
to the physical condition). 

(6) Entirely negative. 


All the significant information obtained from the teacher’s check 
sheet, the psychologist’s examination and the psychiatric interview 
was summarized and recorded on a 5” x 8” card. Recommendations 
were simply and clearly stated. 

In order to insure proper follow-up of the experimental groups, 
arrangements were made to hold conferences attended by the teach- 
ers, the psychologist, vocational director and psychiatrist. 

The following material has to do with the information obtained 
in the survey. It has been compiled as accurately as possible con- 
sidering the type of work concerned, 
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TABLE I. DISORDERS AND DIFFICULTIES FOUND IN SCHOOL CHILDREN 


























Classification Grade III Grade VII 

Primary behavior disorders.......... 26 22 
Personality deviations .............. 37 23 
ND ii dice ccntn wien een mua sib a 13 5 
NINN onda cere ayprare us ace wana varatatelele 24 18 
Special school difficulties............. 13 7 
SN oon Siadicienis.maahime nek Rams 6 1 
Ee ey a ee eee 3 3 
ME Site-c/3,0:sd Segres maa eRe 85 56 

No need for help found ............. 20 6 
IIE c.f. wd ala cain idiechine eine cee 105 62 








A perusal of the above table indicates a number of interesting 
situations, the chief of which is that so-called minor difficulties ap- 
parently do not tend to decrease with age. <A larger rate of diffi- 
culties in the Grade VII group were encountered under the head- 
ing of primary behavior disorders and personality deviations. This 
was rather surprising because this age group had been more reti- 
cent in discussing their affairs than the younger group, and it is to 
be supposed that the actual rate is even greater. 

Table No. Il shows the proportion of problems in relationship to 
the whole group, and, therefore clarifies and gives full meaning to 
Table I. 


TABLE II. RATES CONTRASTING PROPORTIONATELY DIFFICULTIES FOUND 
IN THE GRADES 








Grade III Grade VII 





Primary behavior disorders...... 1—4.0+- 1—2.81 
Personality difficulties .......... 1—2.83 1—2.73 
Special school difficulties ........ 1—8.07 1—8.85 
Environment ......cccccccscceece 1—17.5 1—62 

PRFTIORE 2 cccccccccce coccecesere 1—35 1— 20.66 
EE SOUNOTND ooo vcecccescecess 1—1.23 1—1.11 








This table indicates that 1 of every 4 children in Grade III exhib- 
ited a difficulty which merited classification as a primary behavior 
disorder. However, the proportion was 1 of 2.81 in Grade VII. 
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Personality difficulties were found in 1 of 2.85 to 1 of 2.73, respec- 
tively, is of interest because of the greater difficulty of getting 
vandid answers from the older children. One would have expected 
a considerably lower rate. The rates of special school problems 
were 1 to 8.07 and 1 to 8.85, respectively. In this connection, it is 
important to notice that the physically unfit were very small in 
number compared to those who showed the results of bad mental 
hygiene. 

Table III shows the primary behavior disorders broken up into 
their proper divisions. An almost equal number of habit disorders 
in the two groups is indicated. However, neurotic traits were 
markedly decreased in the Grade VII group. This was possibly be- 
cause the Grade VII pupils were not as frank as the Grade III 
and did not reveal significant symptoms. On the other hand, it may 
in a large part be a real decrease due to a more extrovert expres- 
sion of maladjustment because the conduct disorders of the Grade 
VII group were much more numerous than in Grade III. One may 
speculate much about this and many of the conclusions will be 
wrong but the important thing is that there was an increase of 
about 10 per cent in primary behavior disorders in the Grade VII 
group over the Grade III group. 


TABLE IIIT. PRIMARY BEHAVIOR DISORDERS FOUND IN ScHOOL CHILDREN 























Disorders Grade III Grade VII 
NN a aan sdb ule hse Sa 6 ask oes 12 10 
PROMIEIG RII ovis adsc ccc sascassde 11 
RMI Gintisw cate, cates sa whe «be 3 8 
ME GHkakuwkeackeGwiakeduenows 26 22 





It is interesting to turn now to a consideration of the intelligence 
ratings of the groups in order to see how they correlate with be- 
havior and personality difficulties. There were no idiots, imbeciles 
or morons in either group. Table IV shows the intelligence quo- 
tient distribution of the two groups. The results indicate average 
school groups although it is possible that there were more superior 
and fewer inferior children than might be expected. 
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TABLE IV. INTELLIGENCE CLASSIFICATION OF CHILDREN, GRADE III AND GRADE VII 











Grade III Grade VII 








a ere eT ee ere T ee 36 20 
PIO «ois. 0 casinos b-e-acknaibin.ee wale eore 46 30 
ES arent es reine pe rete 18 9 
Eee Pre ee re 5 3 

UE iin seb hin.b SH ek eh aie ei iaye eons aie 105 62 











Table V shows the intelligence classification of the children who 
exhibited primary behavior disorders. As would be expected a 
large percentage of those who had problems were in the dull classi- 
fication. 


TABLE V. INTELLIGENCE CLASSIFICATION OF CHILDREN WITH PRIMARY 
BEHAVIOR DISORDERS 





Grade III Grade VII 








NONE favass.ae io s-o0.ika baie ah ere bibye. a 3 7 6 
ee ee eT ee eee 10 5 
Ps iin ketene sdk ia atasieGew seas 8 9 
MIND 5 acy. scoparia wists des Brieiaieie eave 1 2 

MN ee Sais Hilo pa em leRNe Rowen aides’ 26 22 














Table VI indicates that in Grade IIT, 1 of 5.4 superior children 
exhibited a problem, while in Grade VII the proportion was 1 to 
3.33. This certainly indicates the need of an edueational system 
which takes better care of those above and below the average. In 
other words, we need schools which educate all children up to their 
capacity. 


TABLE VI. PROPORTION OF PRIMARY BEHAVIOR DISORDERS BY INTELIGENCE LEVELS 




















Grade III Grade VII 
Behavior disorders Behavior disorders 
Group Proportion Group Proportion 
Superior ...... 7 36 1:5.4 6 20 1:3.3 
Average ...... 10 46 1:4.6 5 30 1:6.0 
eer 8 18 1:2.5 9 9 1:1.0 
Borderline .... 1 5 1:5.0 2 3 1:15 





Total ..... 26 105 22 62 
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SUMMARY 

1. This study was undertaken with three definite questions in 
mind : 

(a) To determine to what extent mental hygiene practically 
applied will assist in an improved personality integration of the 
school child. 

(b) To attempt to evolve a procedure which is practical for 
use in schools, 

(c) To utilize such an investigation as a means of educating 
the school system concerned in the principles and practices of men- 
tal hygiene. 

2. One hundred and five Grade III children and 62 Grade VII 
children were studied. The experimental groups of each grade, 
(53 Grade I1I—31 Grade VIT), will be followed until they complete 
high school. At that time another survey will be conducted and the 
results reported. 

3. Experimental groups will have the benefits of a reasonable 
amount of educational, vocational and psychiatrie guidance. Con- 
trol groups will progress without any unusual interference but will 
receive the same attention as any other child in the school. 

4. Information was obtained by a teacher’s check sheet, indi- 
vidual intelligence test and the psychiatric interview. This inter- 
view was based on a standard series of questions. 

). Results were classified under the following headings: 

(a) Primary behavior disorders 
(b) Personality deviations 
(c) Special school difficulties 

(d) Environmental factors 

(e) Physical condition 

6. On the basis of the findings recommendations were given to 
those working with the children in the experimental groups. 


CONCLUSIONS 


I. So-called minor difficulties of adjustment apparently do not 
tend to decrease with age and school experience. 











456 CHILD GUIDANCE IN SCHOOLS 


II. Problems occur more frequently in those of both inferior 
and superior intelligence than they do in the average. 

III. Personality deviations of a minor nature should be ad- 
justed. If this is not done maladjustments may become permanent 
and serious. 

IV. Maladjustments in curriculum may lead to personality 
problems which may adversely affect the individual’s future. 

V. More attention must be given to individual differences par- 
ticularly the children who are over average or below average in 
intelligence. 

VI. The attention of the educator must be focused upon the in- 
dividual child rather than upon the ‘‘class’’ or ‘‘grade.”’ 

VII. Educators must take cognizance of the student’s personal- 
ity attitude. 

VIII. A reasonably adequate psychiatric interview for educa- 
tional purposes can be conducted in a short period of time by use 
of standard set of questions provided one has advance information 
concerning the child. This information can be obtained by the 
check sheet method from the teachers. 

IX. Distinct need was felt for the help of a social service worker 
in this study. Had this been possible the ultimate information ob- 
tained would have been more complete and more valid. 

X. <A practical mental hygiene program as part of a school sys- 
tem is a prime necessity not only because of the individual problems 
which might be solved but because of the educational effect pro- 
duced by such a set-up upon the teaching staff. 

XI. A study such as this is open to many serious criticisms not 
only because of the crude technique which was used but because of 
the personal element which enters into interpretation. 

XII. There is a great need for more investigations of this na- 
ture and it is suggested that studies similar to this be conducted by 
other child guidance psychiatrists. Such studies would serve to 
check the validity of the one under discussion, and would undoubt- 
edly result in greatly improved techniques of procedure. 
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DISCUSSION 


Dr. CHENEY: I think this is a very well worthwhile attempt on the part of Dr. 
Tallman to find out actually what can be done by psychiatric work in a practical way 
in the schools. He is unable as yet, of course, to know what the answer will be to the 
first question; i. e., what can be accomplished by this work, but he has leads. 

I very definitely agree with him regarding his comments on the self-induced, self- 
taken personality inventory. We have gone over these personality inventories rather 
carefully in the department of psychology of the Psychiatric Institute and have found 
in checking with our patients that they do not tell the real story of personality of indi- 
viduals and we have, therefore, disregarded those that have been in use and have been 
working on a questionnaire which might be of some help in estimating the personality 
of our patients and also of our employees. 

The cooperation of the schools is, of course, a very important thing, and I think Dr. 
Tallman is fortunate in having that cooperation. It is a very personal thing. It cannot 
be forced on the schools. The type of work he is doing cannot be done by everybody 
and I think this hospital and the county are fortunate by having Dr. Tallman. I am 
sure we will all be interested in subsequent reports of the results he obtains in following 
through these children and examining them in later age periods. If a similar piece of 
work along similar lines could be done in other schools where State hospital men are in 
close contact with, and have the hearty cooperation of school authorities, I think it 
would be well worthwhile. 

We have been talking a good deal about the matter of mental hygiene in the schools 
on a more or less, I think, theoretical basis without having actual facts. This work is 
giving us actual facts. It is a real piece of work where facts are presented and not 
merely theory. 

Dr. BERNSTEIN: I have just one point I should like to bring out. I think Dr. Tall- 
man’s paper has been very interesting and helpful. The doctor has shown that the per- 
centage of difficulties is higher in the older grade. I think the medical profession should 
revise its idea that these cases do get better as they grow older and not mislead the 
parents and friends of their patients. 

Miss CRUTCHER: I was very much interested in Dr. Tallman’s paper and I should be 
very glad if a study of this sort could be made in the schools which have visiting teach- 
ers so that more information could be secured regarding the environmental situation and 
its influence upon the children examined. A visiting teacher would also be able to do 
more intensive follow-up work with the children than the regular school staff is able to 
do. Results should then be more evident than they now are. 


If it were possible to 
make further studies of this sort, I think it would be of value. 











LIFE EXPECTANCY IN GENERAL PARESIS 


BY IRVING M. DERBY, B. 8., M. D., 
PATHOLOGIST, BROOKLYN STATE HOSPITAL 

The amount of life extension in general paresis seems to offer a 
fairly sound test of the quality of treatment received at a hospital. 
The conquest of the disease is now in process. The methods of 
achieving improvement are known. The amounts of mental recoy- 
ery are being reported. We know of the decreasing death rate 
among paretics and appreciate that life expectancy has gained 
thereby. The actual life duration of State hospital patients has 
not been analyzed for years. To this end we have studied life ex- 
pectancy of these cases at Brooklyn State Hospital. 

Life expectancy is based on a life table prepared from mortality 
statistics, and cites the number of years that individuals live, on 
the average, according to that specified mortality table. It is the 
average number of years of after life time that is lived by a group 
at any given age or, in other words, life expectancy is the number 
of years which will, on the average, be subsequently lived by each 
person who has already attained a stated age. 

Life and mortality tables in ordinary use should not be utilized 
in eases of a specific disease in our specialized environment. It is 
readily observed that a case of general paresis requiring admission 
to a State hospital will not attain the life expectancy reached by 
the population at large, an expectancy calculated from general mor- 
tality tables. Nor will this case approach the after life time ex- 
pected from insurance policy holders, the factor for which may be 
secured from insurance life tables. 

We have in this State, however, the Malzberg Table of Expeet- 
ancy of Life of Patients in New York Civil State Hospitals’ and 
this gives the average after life of our admissions as does no other 
table. Objections to its use for our purpose are admittedly present. 
It is not prepared from a mortality table of general paresis alone, 
nor does it include the cases that leave hospital residency. By its 
use, however, we may illustrate in a new fashion any alteration of 
the life period of the patient population. It provides a measuring 
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rod by which we may evaluate more truly a therapeutic result as it 
affects the life span. 

Ordinary life tables find a practical field of usefulness in deter- 
mining insurability and its net risk. The insurability of syphilities 
has been elaborately investigated in the United States, and shows 
a remarkable agreement that their mortality is about double that 
of all insured lives.2. Syphilitics having had a minimum of stand- 
ard treatment and free from symptoms are accepted for insurance 
but are not desirable life risks. These applicants are charged 
higher rates than normal ranging from a five-year addition’ to 
actual age up to 100 per cent addition to the base rate. When 
judged on a point basis* the deductive rating is to the maximum. 
Most policies of individuals with luetic history have clauses not 
permitting disability claims after a specified age; and disability 
insurance is always refused.? These features indicate, surely, an 
unfavorable outlook following primary and secondary lues that 
has been estimated as a decrease in life expectancy from one- 
quarter to one-third.‘ 

Insurability of cases with general paresis is a risk never accept- 
able to insurance organizations. Their attitude is that duration of 
life is lessened 20 years on the average.* 

Public health reports are concerned with syphilis in general 
rather than in its tertiary forms alone. Life expectancy, however, 
of a hundred cases insane from syphilis in Massachusetts has been 
quoted as a loss of over $200,000 in earning capacity and a cost to 
the State of almost $40,000.°* In New York State the loss due to 
the shortened span of life among paretics has been estimated to 
represent an annual economic loss to the State of over $14,000,000." 

In the days of custodial care in this State, the average duration 
of life of patients with general paresis following admission was 
nine months.® Remission was infrequent and extended life after 
hospitalization was rare. The gradual change from custodial to 
medical care was attended by a moderate increase in life expect- 
ancy. About a decade ago, the hospital duration of life of paretic 
patients was only one and one-half years, women living on the aver- 
age of six months longer than the men.” In some instances where 
particular care was given to nursing, the average period was as 
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high as 26 months.® The duration of the disease about ten years 
ago was from three to four years, and the limits were considered 
three months and ten years.’ As recently as six years ago, the dis- 
ease was stated to have an average duration of one year four 
months.* 

The significant gains in duration of life in series of cases par- 
ticularly treated have been noted in literature quite frequently 
since the institution of standard treatments for paresis. The indi- 
vidual gains in life, on the average, were always more than stated 
because of the numbers still living at the time of the report. The 
duration has ranged, according to type of treatment, up to nine 
years.’ In no instance have we been able to find the average of all 
cases, treated and untreated, admitted over a period of years that 
includes the more recent therapy. 

Our study includes a 15-year period, 1917 to 1931. The first five 
years were necessary for sufficient numbers of untreated cases, 
since active therapy has been employed in almost all our paretie 
eases since 1922. Malarial therapy commenced at our hospital in 
1924, and tryparsamide the following year. 

During this period there were 1,475 consecutive paretic admis- 
sions. Readmissions were considered from the time of their first 
admission. Transfers from other institutions were classed as ad- 
missions dating from their original hospitalization. 

Duration of life was taken from the date of entry to the date of 
death unless alive April 1, 1935, when this date was used as a term- 
inal factor. 

We were unable to secure data relating to death in 23 deported 
eases and in 84 discharged, transferred, or repatriated admissions. 
Three suicidal deaths were not considered, nor were patients diag- 
nosed juvenile paresis included in our finally complete series of 
1,327 cases (1,041 men, 286 women). Of this series, 225 (181 men, 
44 women) are still living, 937 died at our hospital, and 165 are 
known to have died elsewhere. Divided into three five-year groups, 
the numbers are as follows: 1917-1921, 239 cases; 1922-1926, 516; 
and 1927-1931, 572 cases. All living have been followed to April 
1, 1935. 


In order to determine variations more practically, this larger se- 
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ries Was examined in a smaller group, hereafter referred to as the 
corrected or adjusted series. This is a group of 870 cases (689 
men, 181 women) that survived three months following admission. 
This quarter-year period was assigned to rule out cases that might 
improperly over-emphasize the results in treated patients. Sim- 
ilarly too, in determining the influence of treatment, cases were 
not considered as treated unless the duration of life was three 
months beyond the first treatment. This may somewhat influence 
accuracy in certain cases that survived chemotherapy and expired 
shortly following a malalial course. These are few, but are con- 
sidered to have had non-malarial treatment and to have died from 
paresis. 

In estimating the percentage of life expectancy attained in any 
group, the average expectancy at the age of each admission was 
tabulated from the Malzberg Table. The average of these expect- 
ancies resulted in the expectancy of the group. The average age 
of the group was ascertained, and the percentage of expectancy 
computed. It appears complicated, but was necessary because of 
the wide variation in tabulated expectancies existing at the same 
age for men and women. 

The average duration of life of each five-year group graphically 
demonstrates the significant gains following the introduction of 
malarial therapy in 1924. During the first five years (1917-1921) 
the average life lasted 1.48 years, and no case is now alive. During 
the second five years (1922-1926), the duration increased 54 per 
cent to 2.28 years, with 72 cases still living. And in the recent five- 
year period (1927-1931) there is an additional increase of 15 per 
cent beyond the 1922-1926 period, an average duration of 2.64 years 
that greatly understates the true duration because of the large 
number of individuals that will continue to live beyond the terminal 
date. 

Our status as an admitting hospital for the physically enfeebled, 
violently disturbed, and acutely ill mental patient is reflected in the 
fact that almost 35 per cent of our complete series died within three 
months of admission. Discounting these 457 cases, the results of 
ten years of active therapy are more clearly demonstrated in the 
corrected group of 870 admissions. From 1917-1921 the duration 
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of life becomes 2.67 years in those who survived the first three 
months. In the next five years there is a gain of 43 per cent in 
average life, the average duration becoming 3.82 years. The fol- 
lowing five-year group maintain an even higher duration than is 
shown by the 3.88 year average life, as 153 cases in this group are 
still alive, physically and mentally able to survive in sufficient num- 
bers to at least continue the percentage increase. 

That these increases are due to specific therapy becomes evident 
when duration according to treatment is measured. In our series, 
too few cases received any one form of therapy for an individual 
therapeutic analysis. Those listed as receiving chemotherapy may 
have received any of the salvarsans, tryparsamide, bismuth or mer- 
cury, but every case treated had some combination of these during 
their residency. In this paper malarial therapy rarely includes 
the malarial course alone since, with the exception of a very few 
cases, some form of chemotherapy preceded and followed—in 
earlier years neosalvarsan and mercury and in the last five years 
exclusively tryparsamide and bismuth. Malarial therapy hereafter 
refers to malaria plus chemotherapy except for six cases. 

The life experience of each group increases by arithmetical pro- 
gression from the 10 per cent of expected life attained in untreated 
cases, through 20 per cent in the chemotherapy group, to 30 per cent 
of accomplished expectancy in the group having had malaria. We 
believe that this more accurately describes the trend resulting from 
a lessened mortality rate than does the duration of life alone. This 
averages 1.32 years among the untreated, rises to 3.02 years in the 
group receiving non-malarial treatments, and becomes 5.75 years 
on the average for the malarial group. 

It must be stated that the bulk of the untreated cases were ad- 
mitted from 1917-1921, and that very few individuals have lived 
longer than six months without some form of therapy since 1924. 
This, of course, materially reduces the average duration of the 
group since only the better prognostic risk receives therapy suff- 
ciently long (three months) to be admitted to the treated group. 

The inference from the higher average age in the non-malarial 
treated group, (46 years as contrasted to 42 years) is that it is the 
practice at our institution to give combined malaria and chemical 
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therapy to all individuals able to react favorably to malaria. The 
relative number of cases, 191 non-malarial and 340 malarial ther- 
apy, also indieates this. 

A study of the relative age groups computed in percentage of 
attained life expectancy, shows that, in our series, the age group 
36-40 has the highest relative percentage, 44, after receiving ma- 
laria. This is to be expected where younger paretics receive 
proper treatment, and appears important as the general death 
rate in paresis is rising through this age level reaching its maxi- 
mum five years later. In the still younger group, however, 20-35 
years, the percentage is only 28 but this appears statistically false 
due to two factors. First, the mean life expectation of this group is 
the highest, 18.84 years and, secondly, the greater number of these 
vases are still alive and their average duration, already 7.29 years, 
should increase the eventual percentage beyond the 36-40 level. 
The high percentage for both malarial and non-malarial cases 
above the 56th year may be easily comprehended when we note that 
the average expectancy for this group is only six years. 

The untreated groups, maintain at each age a similar percentage 
of gained life in the neighborhood of ten per cent, and they may 
serve as a good control in the evaluation of the effects of treatment 
at the various age levels. 

This study of age groups must be considered incomplete and par- 
ticularly affects the malarial treated cases. The future probability 
of life continuance in the larger number of cases alive, particularly 
in the younger groups, cannot be estimated from present day data. 
It is less incomplete in the case of non-malarial therapy since a 
smaller number of these cases are alive and are above the 41-year 
level. Of 225 cases still living, 188 have received malarial and 47 
have received non-malarial therapy. 

Duration of life and gained life expectancy show little variation 
in comparing the mortality effect in neurological types of paresis. 
Cerebral type cases live 2.40 years with 16.7 per cent of life expect- 
ancy attained as compared with 2.04 years and 15.3 per cent for 
tabetics. The major difference in actual duration appears due to 
comparatively poor results from chemotherapy in the tabetie group, 
cerebral cases having 3.15 years duration, living on the average 
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almost nine months longer. Despite this fact the percentage of 
life expectancy is about the same, 21 per cent for cerebral cases 
and 18 per cent for those of the tabetic class. This is accounted 
for mainly by the more advanced ages of the male tabetics which 
tends to reduce the expectancy of that group as compared with the 
cerebral group. The significant feature is that in this series there 
appears to be an almost equally favorable effect of malaria ther- 
apy apparent in each group. 

Considering most views that death rates of males exceed the 
rates for females, there is remarkably little variation between the 
duration of life for men or women of our series. 


AVERAGE DURATION OF LIFE IN YEARS 








Completed series Adjusted series 





Men Women Men Women 
Both types .......6.. 2.23 2.19 3.44 3.40 
Cerebral type .... 2.51 2.19 3.61 3.44 
Tabetic type ..... 1.94 2.19 3.05 3.33 














In the complete series men averaged 2.23 years of life, women 
2.19 years. Strangely, the duration for women was the same in 
each type of paresis. Men, however, showed an average difference 
of almost seven months, those diagnosed cerebral type living 0.57 
years longer than the tabetics. This difference possibly may be due 
to the more frequent pathology of the urinary tract occurring in 
male tabetics. 

The similarities in life duration remain the same when the ad- 
justed series are examined, and the approximately half-year differ- 
ence is still present in the male tabetic and cerebral types. 

Using life expectancy computations in the complete series, there 
appear no further differences. Men had an average life expectancy 
of 11.34 years on admissions (average age 45-46) and attained 
16.4 per cent of that expected period. Women averaged 13.10 
years expectancy (average age 46-47) and lived 14.3 per cent of 
that after life time. The apparent discrepancy in percentage for 
such a similar duration of life is due to the higher tabulated life 
expectancy for women, approximating almost two years more than 
for men at age levels from thirty upwards. 
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SUMMARY 


The outstanding achievement in the treatment of mental disease 
during the last decade has been the reduction of the death rate in 
general paresis. Life extension has been increased by this altered 
mortality rate to such an extent that previous estimates of the 
general life period following admission to a State hospital appear 
inadequate at the present time. 

This report picturing the increasing duration of life in paresis 
over an extensive period marked by a new era of specific therapy 
is presented to emphasize the importance of early and proper treat- 
ment in promoting a lengthened lifetime. Malaria and other ther- 
apy that determines this increase in average duration of life has 
been utilized over so recent a time that it is too early to evaluate 
completely an entirely correct expectancy of life for the paretic ad- 
mitted to a State institution. In a series of 870 admissions 225 
are still alive—several having lived more than ten years since 
admission. 

The average duration of life of all paretic admissions has in- 
creased in ten years from one year and six months to almost two 
years and nine months. Selecting patients that lived sufficiently 
long for therapy to take effect, the duration of life has increased 
insame period from 2 years and 9 months to 3 years, 10.5 months. 

A new method, utilizing the life expectancy table prepared for 
patients in New York civil State hospitals, is suggested as another 
means of evaluating duration of life by comparing the actual life 
in this disease with the average expected life of the hospital popu- 
lation. 

By this method, while untreated patients lose 90 per cent of their 
life expectancy, estimated from a mortality rate among the entire 
State hospital population, properly treated cases attain at least 20 
to 30 per cent of their hospital expectancy of after life time. 

Untreated cases attain approximately the same percentage of 
their expectancy, that is, 10 per cent at all age levels. From incom- 
plete results it may be stated conservatively that chemotherapy, on 
the average, may contribute to a larger percentage of life expect- 
ancy in the higher decades of life, while malarial therapy may influ- 
ence a higher percentage of after life time up to the fortieth year. 
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Both non-malarial and malarial treatment contribute to a high 
relative expectancy in cases surviving three months of treatment 
when admitted over the age of 55. 

There is no marked variation in life expectancy between the cere- 
bral and tabetic types of general paresis in this series, treatment 
adding approximately the same general expectancy. The male 
tabetics, however, have a shorter average life following admission 
than do the males of the cerebral classification. 

The comparison of life duration by sex shows very slight differ- 
ences, men of this series living slightly longer than women, which 
agrees with the State-wide trend of a slower decrease in the female 
death rate than in the male rate during the same period.” 
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CLINICAL DATA ON GENERAL PARESIS* 
BY CLARENCE 0. CHENEY, M. D., 
DIRECTOR, NEW YORK STATE PSYCHIATRIC INSTITUTE AND HOSPITAL, NEW YORK 

Because of the large number of cases of general paresis admitted 
to, and treated in, the institutions in the Department of Mental 
Hygiene, it was considered advisable in planning the annual inter- 
hospital conferences for 1935, to have presented from the various 
institutions certain available facts regarding these cases, particu- 
larly with regard to the outcome of treatment. Consequently the 
superintendents of the individual institutions were asked to assign 
one or more of their physicians to make a study of the material in 
their hospitals. It was suggested that in such surveys, studies be 
made of the age, onset of symptoms, period of latency between in- 
fection and development of symptoms, duration of symptoms be- 
fore treatment, the clinical reaction types, methods of treatment 
and the outcome of such treatment. 

The institutions in the Department heartily cooperated in this 
study and at the conferences that were held at the Institute in 
April and at the Utica State Hospital in May, 15 reports of the 


results of the study of cases of general paresis were presented as 
follows: 











Institution 





Physician Cases studied 

Binghamton State Hospital Claude B. Young ....cccscocsececes 298 
Brooklyn State Hospital Nathan Beckenstein and Simon Moore 400 
Buffalo State Hospital Eh, 2: SID cance rb ransawesanseaan 200 
Central Islip State Hospital Marcus Schatner and Albert M. Biglan 1,476 
Gowanda State Homeopathic Hospital Henry 2, BOTs <5 .icaevoveeseenns 119 
Hudson River State Hospital SANG Te WR ce ccccecdnisensocete 318 
Hudson River State Hospital Albert LaGear ....ccccccsessvceces 25 
Kings Park State Hospital Solem Ly. Heghins .cccvcsessscisecsees 911 
Manhattan State Hospital ROU TON: 6. i066 askew ete cthsaaawe 390 
Marcy State Hospital Charles W. Hutchings .............. 182 
Middletown State Hospital Solomon Kleiner and Stephen H. Abbate 139 
Rochester State Hospital Evelyn B. Reichenbach ............. 248 
Rockland State Hospital Joseph B. A. Miller ...cccccvcesecee 206 
Rockland State Hospital Walter A... TRUERBOON ..66cc0dickeaanie 224 
Saint Lawrence State Hospital James EB. BrOWE ..csccccccccsscvccs 93 

TOR cccccccccccesecescccosses 5,229 











*From observations on 5,229 cases of general paresis treated in the hospitals of the New York 
State Department of Mental Hygiene. 
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In the present communication an attempt is made to bring to- 
gether in a summary manner, some of the facts presented in these 
communications and to discuss them. Before doing so however, at- 
tention may be ealled to the fact that Pollock* had reported that 
from the statistical study of 10,240 first admissions of cases of 
general paresis to New York State hospitals, it was shown that of 
the male paretics admitted for the first time in 1920, 9.9 per cent 
were discharged as benefited by treatment whereas of the male pa- 
reties that were admitted in 1930, 29.1 per cent were so discharged. 

Pollock showed that the rate of female patients discharged who 
benefited by treatment is higher than that found among males. Of 
the female paretics first admitted in 1920, 1514 per cent were dis- 
charged as benefited by treatment whereas of those admitted for 
the first time in 1930, 36.8 per cent were discharged as benefited by 
treatment. 

Furthermore, the figures reported by Pollock showed that 
whereas 82.1 per cent of male paretics admitted in 1920 had died 
within the period of 48 months, only 41 per cent of male paretics 
admitted in 1931 had died within the same length of time. These 
figures were considered to reflect to a large extent the effects of 
modern treatment of general paresis, inasmuch as the year 1920 was 
before the period of modern treatment and 1931 was representative 
of a year during which modern treatment was being carried out. 

In the clinical consideration and reporting of observations by in- 
stitutional physicians, one of the items considered was the duration 
of time between the acquiring of the syphilitic infection and the 
development of symptoms of general paresis. For many of the 
cases no definite information could be obtained; not infrequently 
no history of syphilis could be obtained. This lack applied par- 
ticularly to cases of women patients. However, several of the 
writers were able to compile figures of the latency period and a 
summary of these is presented in the following table: 


*Pollock, H. M.: Trends in the outcome of general paresis. PSYCHIATRIC QUARTERLY, 9:2, 
April, 1935. 
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TABLE I. LATENCY PERIOD IN GENERAL PARESIS 











Under 





Patients 5 years 5-9- years 10-19 years 20-29years 30-39 years 
Number ....--.e- 295 5 31 169 72 18 
24.41 6.10 


Per cent ...ccccee 100 


1.69 10.51 57.29 














To this table may be added the statement of Schatner and Big- 
lan that the time which elapsed between the primary syphilitic in- 
fection and the onset of psychotic symptoms could be established 
in only 505 males and 22 females (out of a total of 1,476 patients). 
The maximal period of time was given as 43 years and the minimal 
period as three years, with an average latency period of 15.4 years. 

No definite relation between the duration of the latency period 
and symptomatology and outcome after treatment was established 
by the various writers. 

The age at onset of symptoms of general paresis was reported 
definitely by a number of the hospital physicians. The following 
table shows the percentage of patients developing symptoms in 
different age periods. 


TABLE II. AGE AT ONSET OF SYMPTOMS OF GENERAL PARESIS 














Under 20 20-29 30-39 40-49 50-59 Over 60 





Patients years years years years years years 
POO sn dc2der 2,154 1 179 732 812 365 65 
ge eee 100 0.05 8.31 33.98 37.69 16.95 3.02 














Although it is not possible to work out satisfactorily figures for 
the whole group on relationship between age and outcome, certain 
specific figures as well as the general tendency indicated that the 
more favorable outcome was attained in the middle age group, from 
40-49, than in those patients who were older. 

The duration of symptoms before the institution of modern treat- 
ment in the hospitals was another matter that was suggested for 
consideration and report. Definite facts regarding all the cases 
could not be obtained and from some of the reports definite con- 
clusions could not be drawn. However, the following table pre- 
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sents in summary form, the duration of symptoms before treat- 
ment in cases for which this was definitely reported. 


TABLE III. DwURATION IN PARETIC PATIENTS OF SYMPTOMS BEFORE TREATMENT 








Under 1 1-4 5-9 10-15 





Patients year years years years Undetermined 
NE pa eras, casstavearaces 2,484 1,415 808 121 9 131 


EW DOME iid cine saweees 100 57.0 32.5 4.8 30 5.2 











One would like to be able to correlate the outcome in a large num- 
ber of patients with the duration of symptoms before treatment. 
This, however, cannot be done because of the lack of definite data 
in most of the reports on such a correlation. In general, however, 
it may be said that there was a tendency for the patients who had 
had a comparatively brief duration of their symptoms to have a 
more favorable outcome than those with a longer duration of symp- 
toms. There was, however, some exception to this general tendency 
as shown for example in the report of Schatner and Biglan, which 
indicated that in their consideration of 675 paretie patients treated, 
there was improvement in 45 per cent of those who had had symp- 
toms of less than one year’s duration, whereas improvement was 
found in 47 per cent of those who had had a duration of symptoms 
of between one and two years. <A possible explanation of this 
seems to lie in the fact that patients who have an acute onset may 
run a fulminating course of general paresis and die before an ade- 
quate course of treatment can be carried out. 

It had been considered desirable to study and report on the com- 
parative frequency of the various clinical types of general paresis 
particularly because of their bearing on the course and outcome. 


TABLE IV. REACTION TYPES OF GENERAL PARESIS 











Patients Simple dementing Manic Depressive Schizophrenic Agitated Others 





Number ..... 3,889 1,329 926 376 742 269 248 


Per cent ..... 100 34.17 23.81 9.64 19.08 6.92 6.38 
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Table IV shows a compilation of figures taken from reports of 
the various physicians. The course and outcome in all of these pa- 
tients was not correlated with their various clinical reaction types 
but from the figures shown in individual reports it appears that 
the manic-depressive and agitated reaction types have a better 
prognosis, other things being equal, and that the simple dementing 
and schizophrenic types have a poorer prognosis. 

Our impression that the schizophrenic type of paretie tended to 
have a long course without recovery and thus contributed mate- 
rially to the unfavorable results of treatment, was substantiated 
by various investigators. Such patients may be relieved of their 
symptoms of the organic syndrome but may, however, continue to 
show psychotic reactions of a schizophrenic type requiring hos- 
pital care, and thus tend to remain for longer periods in the hos- 
pital and reduce the recovery rate. 

Schatner and Biglan made a special study not only of the elini- 
eal reaction type before treatment but also the post-treatment per- 
sonality in their study of 675 treated cases. They stated: 

‘*. . . In general it may be observed that, following treatment, 
each clinical reaction type contributed to the post-treatment per- 
sonality defined as simple dementing type. Not only have all the 
clinical reaction types contributed to the simple dementing type 
but, in addition, the simple dementing type increased from 34.7 per 
cent before treatment to 45.5 per cent after treatment. Here again 
it may be observed that the elements of organic dementia seem to 
be the most constant and least changeable features of the psychosis. 

‘‘The manie and depressed clinical reaction types seem to be 
the most labile groups since members of these groups give up their 
clinical features more easily than those of any other group. The 
table shows that 70.12 per cent of the simple dementing type re- 
main in the same group after treatment, whereas only 18.20 per 
cent of the manic and 7.93 per cent of the depressed remain in their 
own groups. 

‘*Another point of interest is to be found in the persistence after 
treatment of the schizoid emotional background when compared 
with the other emotional types, such as the manie, depressed, agi- 
tated and psychoneurotic. Thus, 44.5 per cent of the schizoid type 
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remain in the same group after treatment; on the other hand 18.2 
per cent, 7.93 per cent, 22.2 per cent and 30.0 per cent of the manic, 
depressed, agitated and psychoneurotic, respectively, remain in 
their own groups.”’ 


Resuuts or TREATMENT 


This topic is one that presents the most difficulties in presenting 
the material on a statistical basis. The clinical condition of a 
paretice patient, as of any other patient, is not a static one. It is 
not difficult to report statistically whether patients are living or 
dead or whether they are in the hospital or out of the hospital, but 
what the clinical condition of a variety of patients is at any one 
time is not an easy matter to report particularly if these patients 
are outside of hospitals. The condition of the patient will vary 
from time to time and the question arises as to when, after treat- 
ment, his condition should be reported as of a certain status to try 
to indicate the results of treatment. To determine eventual re- 
sults of treatment one may wish to report the condition of the 
patient a number of years after treatment was instituted. On the 
other hand, the longer a group of patients is observed the more 
certainty there is that they will be dead and such death may not be 
a fair representation of the results of treatment. There is no set 
standard therefore, on which to base a report of treatment results. 
Furthermore, the case material that was presented by the various 
authors was not uniform in respect to the type of treatment or 
amount of treatment or the period of observation subsequent to 
treatment. Some of the patients were reported as of three months 
after treatment, others after seven or eight or even nine years 
after treatment. It has seemed desirable, however, to attempt to 
compile tables of the outcome of treatment as reported. Some of 
the authors did not present definite figures for these and their cases 
therefore, had to be eliminated. For example, reporting patients 
either in or out of the hospital could not, it was felt, be used in 
compiling reports of clinical conditions although the fact that a 
patient was discharged might show some tendency toward improve- 
ment or even recovery. 

We were particularly concerned in ascertaining if possible, the 
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comparative benefits of treatment with malaria alone, treatment 
with tryparsamide alone, and the combined malaria and tryparsa- 
mide or other fever treatment. The tables presented below seem 
to represent the best compilation that we were able to make from 
the figures that have been presented from the studies that we had 
under consideration. They are presented with the idea of showing 
tendencies or trends rather than to indicate percentages of recov- 
ery or improvement that may be absolutely expected. 


TABLE V. RESULTS WITH TRYPARSAMIDE 











Patients Remission Improved Unimproved Dead 
ees nea 249 49 63 61 16 
Se eee 100 19.6 25.3 24.5 30 











TABLE VI. RESULTS WITH MALARIA 





Patients Remission Improved Unimproved Dead 





Ce eee ee 410 75 133 81 121 
POP OO icin iswewencae 100 18.3 32.4 19.7 29.5 














TABLE VII. RESULTS OF COMBINED TREATMENT 








Patients Remission Improved Unimproved Dead 





eS OCT Cree 2,507 430 963 730 384 
PO ONE Go sake kins. sansic 100 16.3 38.8 29.5 15.3 














These figures may stimulate speculation as to interpretation; 
from them it appears that with the combined treatment of trypar- 
samide and malaria or other fever treatment, 55 per cent of the 
patients are benefited by treatment; with malaria alone, 50 per 
cent; and with tryparsamide alone, 45 per cent. The figures of the 
death rate for malaria or tryparsamide suggested a higher mor- 
tality than that of the combined treatment, and various factors 
have to be taken into consideration before drawing any final con- 
clusions. In general it may be said that those who received the 
combined malaria and tryparsamide treatment were in sufficiently 
good physical condition to have sustained the malaria treatment 
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before receiving the tryparsamide. On the other hand, in some 
groups of patients tryparsamide was given before the malaria, 
Also, patients who died during or shortly after malarial treatment 
were not given the combined treatment and therefore were already 
eliminated from the fatalities to be reported from the combined 
treatment. The death rate during malaria fever varied markedly 
and may or may not be a reflection of the care in selection of pa- 
tients for this treatment or the care that they received during the 
fever. For example, in one hospital, of 318 patients developing 
malarial fever, 41, or 12.8 per cent, died during it. In another se- 
ries of 61 patients, 12, or 20 per cent, died during malarial fever. 
On the other hand, in another hospital, of 65 patients with malarial 
fever, only 3, or 5 per cent, died. A survey of the reports of hos- 
pitals showing a high death rate from malaria suggests in some in- 
stances at least, that the patient was permitted to have more than a 
desirable number of paroxysms, this number running in some in- 
stances as high as 22 or 29. In connection with this it might per- 
haps best be mentioned here, that in one hospital where 87 patients 
were inoculated, with a resulting remission in 15 cases and improve- 
ment in an additional 32, the remissions all occurred in those hav- 
ing more than 8 chills. It would seem from results observed, that 
there is no particular reason to change the previous conception that 
the optimum results with malaria may be obtained by approxi- 
mately 75 hours of fever over 102°F. 

It is perhaps unnecessary to point out that the malarial treat- 
ment, particularly, of general paresis, is a method that has to be 
adapted to the individual patient and that careful selection of pa- 
tients free from cardiac, renal and pulmonary diseases should be 
made and also that during the treatment the cardiovascular system 
should be given careful attention. 

We concur in the suggestion made by one author, that satisfac- 
tory results may be obtained in patients who cannot go through a 
whole course of 8, 10 or 12 paroxysms, by terminating the malaria 
at the end of the fourth or fifth paroxysm, giving a rest period and 
reinoculating, with another series of four or five paroxysms. Where 
patients had not shown improvement following one full course of 
malaria it appeared that improvement was not brought about by 
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reinoculation and a second course of malarial fever. There may of 
course, be certain exceptions to this general rule. 

From the figures that we were able to compile there would seem 
to be some question as to whether as favorable results can be ob- 
tained with tryparsamide alone, as with malaria or the combined 
treatment. Most of the hospitals have used the combined treatment 
in a large number of cases and we do not feel that we are in a posi- 
tion at the present time to state definitely that the combined ma- 
larial and tryparsamide treatment should not be continued as their 
experience seems to point to a rather marked benefit that might be 
obtained. One of the hospitals has used tryparsamide exclusively 
in combination with heavy metals and the results seem to justify 
the impression that such use without malaria is a justifiable thera- 
peutic procedure. The remission rate in this hospital is as high as 
that shown in the general results of treatment of general paresis 
and is higher than that shown for the remission rate for combined 
treatment. However, the percentage of patients benefited by treat- 
ment was less with the tryparsamide treatment alone than with the 
combined or the malarial treatment. The thought suggests itself 
that tryparsamide may benefit patients who do not need the 
paroxysms of malaria but that on the other hand there are patients 
who need the stimulus of malaria to bring about their best defen- 
sive or recuperative reaction. 

We were interested in determining as definitely as possible, how 
long paretie patients lived in the hospital after treatment and what 
their conditions were during such post-treatment periods. We 
were also interested to know how long the treated patients lived 
outside of the hospital after parole or discharge and what their 
conditions were during such periods. It is impossible to report on 
the total number of patients treated who remained in the hospital 
for varying lengths of time or who still remain in the hospital as 
all the reports presented did not state these facts definitely. How- 
ever, from individual reports we were able to get certain leads re- 
garding the length of hospital residence and length of period of 
observation after leaving the hospital. 

Beckenstein and Moore reported for example, that from their 
study of 400 cases it was found for male treated pareties who died, 
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the length of hospital residence varied from 110 days to 790 days 
but that 80.5 per cent of the 113 deaths occurred within 100 days 
of admission and 43.3 per cent of these same deaths occurred 
within 30 days of admission. For the female treated pareties who 
died, the hospital residence varied from 110 days to 1,365 days but 
of the deaths, 70 per cent occurred within 100 days of admission, 
and 41 per cent within 30 days of admission. For their series there 
were 87 living males at the time of the report; 74.6 per cent of 
those who had been paroled or discharged from the hospital had a 
residence of 51 days to 250 days; 35.5 per cent had had a residence 
of 100 days to 200 days; 11 of the 16 males remaining in the hos- 
pital had been in residence from 684 days to 1,772 days. Of the 91 
living females, 70 per cent of those who left the hospital had had a 
residence of 51 days to 300 days. All of the 41 women remaining 
in the hospital had had a residence of over 400 days. 

In other words, this study tended to show that in treated pareties 
those who died were apt to die within three months of admission; 
that those who improved under treatment were apt to be able to 
leave the hospital within a year and often within six months and 
that those who lived but were not sufficiently improved to leave the 
hospital were apt to have a residence of several years. Studies by 
other writers in these symposia tended to bear out these general 
trends. 

All of the data reported concerning the duration of the period of 
observation after treatment both in an out of the hospitals cannot 
be reported here; they need to be studied in connection with the in- 
dividual reports in which they are available. However, certain 
sample tables of data from individual reports are included herewith 
to show the experience derived in the individual hospitals. 

Table VIII taken from the report of Schatner and Biglan of the 
Central Islip State Hospital shows the number of patients that had 
been observed over varying periods up to over nine years, with the 
reported condition of the patients at such periods. It is of particu- 
lar interest perhaps to see that of 11 patients treated nine years 
ago, 2 still showed remission, 2 are much improved, 2 are improved 
and only 1 is dead. Seven who were treated six years ago have this 
status of remission and three are still in remission after a period of 
7 years. 
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Table [IX from the same study shows a number of patients re- 
maining in the hospital for varying periods after treatment, with 
their respective conditions. As the table shows, of the 270 patients, 
30 are much improved, 50 improved but 187 unimproved. 

Table X from the study of Hutchings of the Marey State Hos- 
pital, shows that of 182 male pareties treated, 50 per cent were dis- 
charged, 23 per cent remained in the hospital, 27 per cent died in 
the hospital. Of the 91 patients discharged, the majority left 
the hospital within less than six months. It was noted that of 
the 42 patients in the hospital, a number of whom had been there 
for from eight to over nine years, 16 of them were usefully em- 
ployed about the hospital. Hutchings indicated in his report that 
a recent survey had been made of the 91 patients who had been pre- 
viously discharged; of these 45 were located. Of the latter num- 
ber, 26 remained at the same level of economic adjustment as pre- 
vious to hospitalization; 4 maintained themselves at this level for 
8 years, 1 for 7 years, 7 for 6 years, 1 for 4 years, 3 for 3 years, 1 
for 2 years and 6 for 1 year. Eight were adjusting at a lower level 
but able to maintain themselves; 4 for 7 years and the others for 
shorter periods. Five were unable to support themselves because 
of physical handicap and one because of a recent relapse; 6 of the 
discharged patients had died. Three of these had become depressed 
to the extent of committing suicide, one had died as a result of an 
accident after a good adjustment for three years but with declining 
adjustment for two years prior to death. 

Four of Hutchings’ 91 discharged patients had been readmitted; 
another was found to have relapsed without readmission. Of the 
readmissions, one had been readmitted twice, having had malarial 
treatment five years previously and was in the hospital at the time 
of the report. He was said to have made a very satisfactory ad- 
justment between each relapse. Another discharged patient had 
been readmitted after two years, having been out of the hospital 
for two years. The third patient had come back to the hospital vol- 
untarily after five years seeking further treatment for a physical 
condition. His serology had become negative and following the 
second discharge he had been able to maintain himself at a lower 
level than formerly for 114 years. The fourth patient had a re- 
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Table XI from the study by Young of the Binghamton State Hos- 
pital, shows the results in the male and female paretic patients re- 
spectively, for varying periods of observation. It is perhaps of 
particular interest to note that of 24 male patients observed over a 
period of four years, six or one-quarter continued to show 
remission and another six continued improved. Also, that after a 
period of eight years’ observation, three or one-quarter of the 
group of 12 patients showed remissions and two additional ones 
continued improved. In this study the hospitalized and discharged 
patients were not reported separately. 

Further evidence of the possibility of obtaining remissions up to 
nine years is shown in Table XII taken from the study by Reichen- 
bach of the Rochester State Hospital, where tryparsamide com- 
bined with heavy metal (mercury or bismuth) were used in treat- 
ment. The study included 188 patients; deaths numbered 65, or 33 
per cent, over a nine-year period. 


TABLE XII*. TREATMENT WITH TRYPARSAMIDE AND HEAVY METAL 
Results in relation to time elapsed since the institution of treatment 





Remission Much improved Improved Unimproved Total 











Time M. F. M. F. M. F. M. F. M. F. z 
Less than 1 year 1 | 0 0 0 0 1 0 2 1 3 
1-2 years ...... 5 1 0 0 4 1 4 3 13 5 18 
2-3 years ...... 4 1 5 1 4 2 3 1 16 5 21 
3-4 years ...... 3 3 2 0 4 0 4 13 4 17 
4-5 years ...... 3 2 4 0 1 0 5 0 13 2 15 
5-6 years ...... 3 0 2 0 3 1 4 1 2 2 14 
6-7 years ...... 1 1 ] 0 2 0 , 0 6 1 7 
7-8 years ...... 3 0 1 1 3 2 2 1 9 4 13 
8-9 years ...... 1 0 0 0 1 0 4 0 6 0 6 
D VOATH ........ 2 0 0 2 1 3 1 7 2 9 

BOE see oes 26 9 15 2 24 7 32 8 97 26 «123 
Total number .. 35 17 31 40 188** 
Total per centt.. 18 8 16 20 100 








*From the study by Reichenbach of the Rochester State Hospital. 
**Including 65 deaths. 
tBased on 188, the total number of patients treated. 
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A word may be said regarding serological changes. The studies 
presented confirm previous reports to the effect that there was no 
correlation between serological improvement and clinical improve- 
ment. It is repeatedly reported that the blood and spinal fluid re- 
actions remain strongly positive in cases that have shown very good 
remissions, and that, on the other hand, patients who showed no 
clinical improvement not infrequently had negative serological re- 
actions after treatment. Although usually the cell count and globu- 
lin reactions became reduced after treatment, this was not always 
the result, as at times patients were reported as showing marked 
clinical improvement with some increase in the cell count and globu- 
lin reaction. The colloidal gold curve is not to be correlated with 
clinical improvement or the lack of it. 


SUMMARY AND COMMENT 


From a statistical study of 10,240 cases of general paresis first 
admitted to the New York State hospitals during the two periods 
1920-1925 and 1926-1931, reports showed that the trends in recov- 
ery and improvement in these cases were upward and that the 
trends in death rates were downward; more specifically that 
whereas of the 1920 male first admissions only 9.9 per cent were 
discharged as benefited by treatment, 21.9 per cent of the 1930 male 
admissions were so discharged. Further, that whereas of the male 
paretics admitted in 1920, 82.1 per cent died under a period of 
four years, the death rate for those admitted in 1931 was 41 per 
cent under four years. These statistical changes were presumed 
to reflect the benefits of modern methods of treatment of paresis at 
the New York State hospitals. 

At the symposia on general paresis held during the spring of 
1935 for the New York State hospital physicians, 15 reports were 
made from the same number of hospitals covering a study of 5,229 
paretic patients in these hospitals. These reports included data 
on the age of patients on admission, duration of symptoms before 
admission, duration of latency period, percentages of the various 
clinical reaction types in paresis and more especially, the results 
obtained from various methods of treatment. It was found that 
with the malarial treatment of 410 cases, 18 per cent remissions had 
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been obtained and 50 per cent were benefited by treatment; that 
with tryparsamide combined with heavy metals, in 249 cases 19.6 
per cent remissions have been obtained and 45 per cent have been 
benefited by treatment; that with the combined malaria, tryparsa- 
mide and heavy metal treatment, in 2,507 cases 16.3 per cent of 
remissions had been obtained and 55 per cent were benefited by 
treatment. 

An attempt has been made to condense in this comparatively 
brief report some of the other data presented by the more extensive 
reports. These data all point to the advisability of continuing these 
modern methods of treatment of general paresis with the expecta- 
tion that approximately 50 per cent will be benefited by treatment 
and that one-third to one-half of these will be restored to their pre- 
vious economic and social status so that they will maintain them- 
selves for an indefinite period; another 25 per cent will be not es- 
pecially benefited by treatment except as to the prolongation of life 
and maintenance in a condition in the hospital or outside, which 
makes them less of a burden and expense to the State or to their 
relatives and friends; and that approximately another 25 per cent 
will not be benefited by treatment but may die within six months to 
a year following admission in spite of intensive treatment. 

It is again pointed out that the treatment of general paresis is an 
individual treatment of a sick person and that no hard and fast 
rules should be laid down for the type of treatment or the amount 
of treatment. It seems to indicate however, that for malarial treat- 
ment, optimum results may be obtained in the long run by a series 
of 8-10 paroxysms or 75 hours of fever above 102° and that if this 
number of paroxysms or the hours of fever is indefinitely in- 
creased, fatalities may result in larger number than should occur 
with malaria. Patients should be carefully selected before inocu- 
lation with malaria, with special attention to the cardiovascular 
system before the decision is made, and after fever is started. 

In the use of tryparsamide it appears that optimum results may 
be obtained with not more than 50 injections of 3 gr. each or a 
maximum number of 150 gr. If improvement is not obtained with 
such an amount of treatment, experience seems to indicate that fur- 
ther improvement with this method may not be expected. 
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Although it appears at times that tryparsamide may bring about 
as beneficial results as the malarial treatment, it appears on the 
other hand that more striking improvement may be obtained by the 
combined treatment of malaria and tryparsamide. Patients who 
are not in a suitable condition to withstand malarial fever may be 
brought to such a condition by the initial use of tryparsamide, fol- 
lowed by malaria with, at times, a further course of 10 injections of 
3 gr. each or its equivalent of tryparsamide. 

We feel that the physicians in the State hospitals are to be com- 
mended for the care and interest that they have shown in the treat- 
ment of general paresis and also in the efforts that they exerted in 
bringing together the reports of their work. It is suggested that 
in each hospital a careful record be kept of each paretie treated, 
with full details of the amount and character of treatment as well 
as of the clinical progress, and that wherever possible, a follow-up 
of the discharged patients be made so that the Department may 
continue to accumulate information valuable not only from the 
medical standpoint hut from the standpoint of research in therapy. 
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The Problem of Noise. By F. C. Barttert. The Maemillan Company, 
New York. 

This small volume, containing the Heath Clark Lectures in a somewhat 
expanded form, is one of the best short discussions of noise that has yet 
appeared, and should be of interest to all civie and social-minded people. 

The first lecture discusses physical and physiological problems of noise. 
Noise is defined as ‘‘unwanted auditory stimulation’’ or ‘‘sound which is 
treated as a nuisance.’’ If one adheres to this definition it must be obvious 
that conditions might arise to make Beethoven’s Fifth Symphony a noise 
or a nuisance. On the other hand, a door slammed might not be unpleasant 
to the person relieved at the exit of a bore. 

Attributes of sounds which cause them to impel attention are loudness, 
ambiguity of direction, and unfamiliarity. High-pitehed sounds stand out 
from the others, a reason for their use as warning signals. 

Loudness has been measured by various methods in recent years. The 
decibel unit of noise intensity requires expensive equipment. Noises must 
be very loud to impair hearing. Diseased ears are thought to be damaged 
more easily by loud noises than normal ears. Loud noises have been known 
to inerease blood pressure and decrease stomach contractions. 

People are affected by noises near them. The same intensity of noise 
coming from a distance is not usually so troublesome. Noises mask certain 
more important sounds. 

The second lecture discusses psychological problems of noise. Experi- 
ments on the output of workers subjected to noise have not shown striking 
changes in the quality or quantity of product. Noise is usually more dis- 
turbing to the intellectual worker than to the automized laborer. Some 
experiments with weavers over a considerable time demonstrated that they 
inerease their output one to two per cent when noises about them were 
reduced. Fifty per cent of the workers preferred the quieter conditions. 
The boredom of a worker may be attributed to noise when there are other 
‘auses for it. 

The author concludes that experimental methods have thus far been 
inadequate when he states: 


ce 


We are blamed for not having produced sensational and 
remarkable effects. No reasonably controlled experiments on the effects 
of noise on work have so far done this. But take the small effeets which 
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we, and other investigators, have demonstrated, multiply them by the 
millions of times they occur in the ease of the millions of people who 
are daily submitted to the type and level of noise that have been used 
in the experiments. Then, even if we agree that the ill-results are inci- 
dent to change rather than to persistence of noise, the total effect at 
onee becomes a matter of social significance. There is no need to over- 
state the ease against noise.”’ 

Only healthy people have been subjected to tests. The author has felt it 
unwise to study the effect of noise on the neurotic or mentally ill. Poor 
adaptation to noise may be an indication of a wider maladaptation to life. 
Noise, however, may be a psychic traumatizing agent in that it is a primary 
fear stimulus. Our attitudes toward noise and other circumstances of life 
may beeome confused so that it is difficult to tell which is the chief factor. 

The third and last chapter of the book suggests various remedies. It 
should be generally appreciated that sound ‘‘laughs at loecksmiths’’ and 
cannot usually be confined to the region of its source. For the safeguarding 
of artillery workers or naval gunners especially made devices are placed in 
the ears. Such devices may be used elsewhere by the sound-sensitive. Legis- 
lation against noise, without education of the public, is usually ineffectual. 
Automobiles might be outfitted with horns of more pleasing tone, and all 
more nearly of the same intensity. An antidote for the unwanted sounds of 
automobile horns would consist in training drivers in ‘‘thoughtfulness and 
good manners.’’ Routes for heavy trucks should be established around 
cities and towns—the ‘‘by-pass.’’ Wise selection of sites for aeroplane 
factories and aerodromes is a matter of great public interest. Research en- 
gineers should be encouraged to devote money and effort to bring about less 
noisy motoreyeles, automobiles, aeroplanes, pneumatie drills, riveters, ce- 
ment mixers, street cars, and other mechanical devices. The acoustie prop- 
erties and settings of many of our buildings could be improved. By eduea- 
tion, we should develop habits of consideration for the well-being of others. 

Hospitals, especially, should develop a high regard for the mental health 
and serenity of their patients by reducing their many unpleasant sounds. 
If unnecessary sound could be placed in the same category as uncleanliness 
more effort to do away with both would be instituted. 

The author believes in the abatement of unnecessary noise. He maintains 
a judicial fairness in all of his considerations. He probably has not stressed 
sufficiently the effect of noise on light sleepers and night workers, nor has he 
many criteria for estimating the accumulative effect of much auditory stim- 
ulation on the whole span of life. Insufficient consideration has been given 
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to the many people who may not seem harmed by noise and may endure it, 
but do not like to live in it continuously. The human body possesses much 
reserve which rises to use only in emergencies. It is difficult to estimate this 
reserve until its depletion is seriously threatened. Whether noise robs us 
of something that might better be preserved for a richer life, or an emerg- 
eney, is part of the problem. Hotel keepers, hospital directors, and reerea- 
tion leaders of the future who sense this problem aright may create with 
profit islands of quietude—cases of auditory tranquility for those weary 
of the din and tumult of a highly mechanized age. 


LLOYD H. ZIEGLER, 
Albany Hospital. 


Child Psychology. By Grorae D. Sropparp, Ph. D., and BetH WELL- 
MAN, Ph. D. 419 pp. The Maemillan Company, New York. 1934, 


Here is a book in which the authors have assembled many, if not all, of 
the more important results of research in the field of child psychology and 
presented them as a basis for the study of the child. 

The book is divided into four parts. Part One, ‘‘Introduction to the 
Field’’, covers trends in child psychology and methods of research. Part 
Two, ‘‘Motor and Mental Development’’, deals, in separate chapters, with 
motor development, sensory discrimination, concepts and thinking, language, 
growth of intelligence, intelligence as related to other factors in child de- 
velopment, the measuring of intelligence, and learning. To Part Three are 
assigned the topies of social behavior, play and the development of artistic 
capacity, and Part Four takes up research in emotional patterns, personal- 
ity and behavior aberrations, character, and the meaning of personality. 

The material is well organized and documented. Controversial topics 
are presented from several points of view, and the authors are unusually 
objective in their comments and interpretations. There is a bibliography 
of 453 carefully catalogued references, an index of authors and a good sub- 
ject index. 

in the opinion of the reviewer this is a valuable contribution. It makes a 
wealth of information easily accessible and is presented in a form and style 
which should appeal to the experienced worker and to the advanced student 
of child psychology. It may be used profitably as a source of information, 
a reference book or an advanced text, and offers many well-considered sug- 
gestions for further study and research. 


FREDERICK W. BROWN. 
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Wish-Hunting in the Unconscious. An Analysis of Psychoanalysis. By 
Mu.ton Harrineton, M. D. 189 pages. Price $2.50. The Maemillan 
Company, New York City. 

In this interesting volume the author weighs psychoanalysis in his bal- 
anees and finds it wanting. The book is controversial but not dogmatie. 
The author states at the beginning ‘‘that in psychoanalysis as in every 
other doctrine or school of thought, there is some truth and some error. 
The only question is as to the essential soundness of its basie structure and 
of the foundation upon which it is built.’’ He then proceeds to inquire into 
the nature of the basie structure with a view to determine whether psycho- 
analysis should be modified or abandoned. He considers the nature of 
psychoanalytic technique to determine how much dependence is to be placed 
on the alleged discoveries made by its use; also the nature and significance 
of its cures; and the reasons for its popularity, for the purpose of ascertain- 
ing to what extent these things are evidence of the truth of the theory. 
Throughout the book the author deals with the original ground-work laid 
by Freud himself and gives little attention to the modifications made by the 
psyehoanalyists who have later come into prominence. 

After setting forth the theory of psychoanalysis which is largely done 
by direct quotations from Freud, the author discusses briefly the validity 
of the theories expounded and ealls attention to the fact that the theory 
is largely based on data brought out by means of psyehoanalytie technique. 
He therefore submits the technique to an examination to determine whether 
the facts it brings out are valid and whether the interpretations made by 
the analyst can be aecepted as a basis for scientifie doctrine. Here the 
author again uses quotations from Freud to explain the purposes and 
methods of the analyst. Cases are cited to illustrate the method of inter- 
pretation of dreams and the meaning of symbols. 

The validity of the evidence developed and used by the analyst is dis- 
cussed in a chapter entitled ‘‘How the Psychoanalyst Proves His Case.’’ 
The author compares psychoanalytie evidence with court evidence and 
points out the flimsy character of many conclusions arrived at by psycho- 
analyists in attempting to explain the dreams and erratie behavior of 
patients. 

In discussing the popularity of psychoanalysis, the author asks: ‘‘If psy- 
choanalysis is so unscientific in its methods and if it has produced so little 
in the way of practical results, how are we to account for the fact that it 
has been so favorably received?’’ A partial answer is found by the author 
in the fact that psychoanalysis allows its advocates to explain all the symp- 
toms of nervous and mental disease in dramatie manner. Furthermore, psy- 
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chonalysis is a form of faith healing, and the faith healer when his theories 
have been such as to appeal to the people of his time, has never lacked for 
patients. The author also ascribes some of the popularity of psychoanalysis 
to its sex appeal. 

In the final chapter of the book appears the alternative to psychoanalysis, 
Here the author gives a mechanistic theory of human maladjustment. This 
thoughtful chapter is worthy of the careful attention of everyone engaged 
in the care of mental patients. The following paragraph quoted from the 
section of the chapter dealing with mental hygiene gives the author’s views 
in brief compass: 

‘‘The treatment of any ill is a matter of dealing with the causes which 
produce it, and since, according to our mechanistie theory, our mental ills 
are due to bad heredity, faulty education, somatic disease, and difficult or 
trying situations, the preservation of mental health is a matter of dealing 
with these four factors. It is a matter (1) of breeding a race of potentially 
healthy and efficient people, (2) of giving these people the kind of educa- 
tion or training which will make the most of their potentialities, (3) of 
preserving their bodily health, and (4) of giving them the kind of environ- 
ment which is best suited to their requirements. ”’ 

Regardless of what one may think of psychoanalysis this book may be 
read with profit. If psychoanalysis has an adequate scientific basis it should 
not suffer from fair criticism. On the other hand, if some of the tenets of 
psychoanalysis are unscientific or are based on unsupported opinion, the 
facts should lead the advocates of psychoanalysis to apply to their method 
of healing the rigid scientific standards that are applied in other branches 
of medicine. 

POLLOCK. 


Theories and Facts of Psychoanalysis. By IvAN Henprick, M. D. 308 
pages. Price $3.00. Alfred A. Knopf, Publishers, New York. 

This book is divided into four parts: First, The Facets of Psychoanalysis; 
second, The Theories of Psychoanalysis; third, Therapy; fourth, Present 
Status. There is an extensive glossary which gives a short explanation of 
many of the terms used in the book. There are also suggestions for further 
reading and an index. 

This book is a well-written review of the psychoanalytic theory. The 
author has selected and received advice from many well-known psychiatrists 
in this country and the book can be recommended as a readable and inform- 
ative treatise on psychoanalysis. 


JAMES L. TOWER. 
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Intercortical Systems of the Human Cerebrum. Mapped by Means of 
New Anatomie Methods. By JosHua Roserr. 135 pages. Price $3.00. 
Columbia University Press, New York. 


Dr. Rosett presents in this book original and ingenious methods for the 
study of the subcortical fiber systems of the fissures of the human cere- 
brum and describes the general courses of the intercortical pathways of 
practically all of the fissures as demonstrated by his methods. There is no 
other work comparable to it and it should be an inspiration to anyone inter- 
ested in the anatomy and physiology of the human brain to try to earry on 
similar studies, for as the author admits, ‘‘it can by no means be said that 
the interecortical connections have been mapped out with any great degree 


of completeness’’. 


After years of groping in the dark for ways and means to study the 
course of fibers by dissection, degeneration methods and serial sections with 
but indifferent progress, the way is now apparently being illuminated by 
Dr. Rosett’s ‘‘procedure of automatic internal dissection by means of 
graded internal explosions of the cerebrum’’. 

The method and technic are described in such detail and the 41 illustra- 
tions are so arranged and so well show the various steps of the procedures 
and the resulting maps of the association systems that one trained in work- 
ing with brain tissues is readily able to follow the context. 

After fixing the cerebrum in formaldehyde or dilute aleohol the mem- 
branes are stripped and the specimen is wrapped in gauze and bandages. 
It is then subjected to CO, gas at a pressure of about 1,000 pounds for one 
or two days in a strong, air-tight metal container. The sudden release of 
the pressure causes ‘‘an internal explosion of the tissues’’ resulting in a 
dissection ‘‘along natural lines of cleavage’’. The specimen is exploded 
several times ‘‘in order to make sure that the dissection has been earried as 
far as possible’’. The tissues are made tougher and rendered ‘‘more suit- 
able for the subsequent processes of both manual dissection and staining by 
the method of Weigert-Pal’’ by immersing the specimen in boiling water 
and allowing it to cool after each explosion. 

The subsequent removal of the central tissue of the cerebrum is readily 
accomplished ‘‘leaving the subcortical white laminae of the fissures attached 
to each other by the cortex and by the line of extraneous fibers . . . The 
appearance of such a dissection is that of an obverse of the configuration 
of the cortex, each fissure of the cortex being represented by a protuber- 
ance, each crest of a convolution, by a recess’’. 
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After making plaster-of-Paris or type metal casts of these subcortical 
white laminae of the fissures they were broken apart into ‘‘irregular boat 
or basket’’ shaped pieces for microscopical study’’. ‘‘ Altogether 144 blocks 
were prepared . . . from the left hemisphere and 113 from the right of 
one brain’’. 

The steps required in the preparation of these blocks are described in 
detail—from the flattening out of the ‘‘boats’’, placing on glass slides, mor- 
danting, washing, dehydrating, embedding in celloidin, and the final eut- 
ting of from 10 to 40 sections from each block. All of these steps require 
the special technic originated by Dr. Rosett. 

With all due respect for the ingenuity and skill evident in the working 
out of the technic of the ‘‘explosion’’ method of dissection and the various 
stages of the preparation of the pieces of tissue for microseopical examina- 
tion, the unique methods of making records of the examinations are also 
most impressive to the reviewer. As Adolf Meyer says in the foreword of 
the book—‘‘The greatest obstacle to study and utilization of similar mate- 
rial has always been the difficulty of resynthesis. With the highly skilled 
and extraordinarily well systematized plan of making casts of the complete 
brain and its subdivisions, open to the view of the worker on the sections, 
Dr. Rosett has sueceeded in facilitating the allocation of the subdivisions in 
an unprecedented manner. No matter how useful the degeneration methods 
and especially the Marchi method may be, the final checking up with direct 
histological control becomes an evident postulate to any investigator. It is 
very gratifying that the first orienting study in this field becomes available 
in a form allowing the investigator a direct study of the detailed observa- 
tions and the possibility of orienting for himself.’’ 

In addition to the plaster-of-Paris and metal casts made of the subeorti- 
eal white laminae of the fissures for permanent records, plaster-of-Paris 
casts and line drawings of the hemispheres were made for the purpose of 
‘recording the exact situation of each of the many blocks of the subcortical 
laminae of the fissures on the surface of the cerebrum’’. 

The area of each block studied was outlined on the east and on the line 
drawing and numbered to correspond with the block. Notches and holes 
were cut and punched in each piece of tissue for orientation during the 
course of study and ‘‘a separate outline of the flat block with its several 
markings was kept in the daily journal’’. 

Detailed free-hand drawings of the courses of the fibers were made on 
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sheets of paper, ruled in 1,015 numbered squares, each square 8x8 m.m., 
from images of the sections (magnification 50 and 150) projected by the 
Bausch & Lomb microprojector. The numbered squares on the drawing 
paper corresponding to 1,015 numbered squares on a glass slide super- 
imposed upon the section to be projected so that ‘‘the lines (fibers) drawn 
in each square served, therefore, to a certain extent as a control of the di- 
retion of the lines drawn in the adjoining squares’’. 

The final procedure of drawing schematie pictures of entire fissures was 
made possible by the orienting numbers and marking of the blocks of tissue, 
which, of course, appeared in the detailed drawing of each section made 
from a block ‘‘in exactly the same positions as they appeared on the line 
drawings and the plaster-of-Paris easts’’. The author warns that the task 
of bringing together the detailed drawings into the final drawings showing 
the courses of the fibers about entire fissures requires much experience and 
is ‘‘one of the most difficult items of the technic’’. 

Eight chapters of the book are devoted to the description of the inter- 
cortical pathways of the fissures of the mesial surface of the cerebrum, of 
the basal temporo-occipital area, of the parietal area, of the central area, 
of the frontal and prefrontal areas, of the insular region, of the lateral 
temporal area, and of the lateral occipital area, as demonstrated by the 
preparation of the schematic drawings made from about 10,000 sections 
made from the 257 blocks of tissues. 

There is such a wealth of detail in the descriptions and in the well- 
arranged drawings that it is quite impossible to adequately eneompass all 
of them in this review. They should be read and studied to be appreciated 
and properly evaluated. Dr. Rosett makes frequent comments throughout 
regarding the viewpoints of various research workers, pointing out how his 
studies seem to either confirm or disprove their conceptions of the relation- 
ship of various areas of the cerebrum. He also offers some very pertinent 
suggestions regarding the causes of fissuration of the cerebrum especially 
in relation to the cell areas of the cortex. 

It is to be hoped that the pioneering work of Dr.Rosett ean be earried on 
by many workers until the nerve connections between the different cortical 
eell areas are definitely known and our knowledge of function thus ad- 
vaneed. 


TIFFANY. 
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Sing Sing Doctor. By Amos O. Squire, M. D. Illustrated. 296 pp, 
Price $2.50. Doubleday, Doran and Company, Ine. Garden City, 
N. Y. 1935. 

In a book full of human interest Dr. Squire relates his experiences and 
observations at Sing Sing Prison, where he served as physician for almost 
a quarter of a century. He became assistant to the chief physician in 1900, 
shortly after his graduation from the College of Physicians and Surgeons at 
Columbia University, was appointed chief physician in 1914, and resigned 
in 1925, as a result of his harrowing experiences in connection with the exe- 
eution of the death sentence. Since 1925 he has been medical examiner of 
Westchester County, but has maintained relations with Sing Sing Prison 
as a consulting physician. 

Such a long experience on the part of a man of edueation and ability gives 
his opinions great weight, even though they are not always bolstered up 
by exact statistical evidence. More than half the book is devoted to a dis- 
eussion of the death penalty. Beeause of his intimate contacts with the 
condemned murderer, Dr. Squire was able to add much to the psychological 
picture. He gives vivid descriptions of the attitude not only of the con- 
demned but of those whose duty it is to earry out the penalty. His con- 
clusions are not favorable to the theory of capital punishment as a deterrant 
and preventive criminal measure. It seems to the reviewer that such an 
opinion, which is supported by that of Warden Lawes, is entitled to deep 
consideration by law-making bodies. 

Dr. Squire is a sympathetic person, and he therefore writes understand- 
ingly of the inmates as he saw them in Sing Sing Prison. He does not be- 
lieve that the sole purpose of imprisonment is punishment, but rather that 
the aims of society are best served by attempts at reformation. He there- 
fore gives interesting sketches of many of his former ‘patients’ and shows 
them leading useful lives subsequent to their discharge. He does not pre- 
tend, however, that every criminal is a potential friend of society, and gives 
examples of the type sometimes called the ‘born’ offender. On the whole 
it is therefore evident that the author steers a middle course between a 
maudlin sentimentality and a hard-boiled attitude. 

The book can be recommended as a valuable picture of life in a great 
modern prison, and as a discriminating effort to understand the nature of 
the criminal. On the basis of such knowledge progress may be hoped for in 
the better control of crime. 

MALZBERG. 
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New Horizons for the Child. By Sranwoop Coss. 212 pages. Avalon 
Press, Washington, D. C., 1934. 

In this book the author gives an enthusiastic, comprehensive, presentation 
of the progressive education movement with which he has been actively 
concerned since its founding. 

This educational movement has as its aim, the development of each child 
to its fullest eapacity. In order to achieve this goal, it makes education 
more dynamic, more closely linked to reality and more creative. The tech- 
nique makes use of research methods, activity projects, social contacts from 
earliest grades, thereby encouraging independent thinking and aiding in 
character formation. The need is stressed for teachers with the ability to 
understand the child. The present potential defects of this system of 
training are pointed out and suggestions for overcoming them are given. 

The author’s field includes only the years of school life. He makes little 
or no reference to pre-school home training, the adequacy of which so 
greatly influences the degree of success attained in later life adjustments, 
including adjustment during school years. Child guidance principles are 
applied in all suecessful child training, including progressive education, 
though this use is not mentioned by the author. His view that intuition and 
love are sufficient for the successful handling of the child and his minimiz- 
ing of the value of technical psychological training, indicates too narrow 
an approach to the problem. He apparently would have teachers, lacking 
such technical knowledge, diagnose and treat child problems, though even 
its possession would not fit them for this, giving no indication that he thinks 
cooperation with child guidance psychiatrists might be necessary. With the 
above limitations the book should prove of value to all those actively en- 
gaged in the training of children. 


DONALD M. CARMICHAEL. 


The Art of Public Health Nursing. By Epirn S. Bryan, Ph. D., P. 
H. N. 296 pages. W. B. Saunders Co., Philadelphia, Pa. 

This volume is intended as a textbook for the guidance of publie health 
nurses. The author’s qualifications are adequate for the preparation of 
such a work, in which the paramount idea is one of service to the individual 
and the community in an earnest endeavor to produce a healthier, happier 
people. Such an aim is of course not new, although the profession, as out- 
lined in this volume is a relatively recent development. Those engaged in 
this specialty require further experience and knowledge not aequired in 
their hospital or private duty training, due to the necessity of establishing 
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congenial rapport between the family, physicians, and the community 
officials. 

Various phasi s of the work are discussed, among these being maternal 
and infant welfare, pre-school children, nursing in schools, industries, ete, 
A plea is made for the performance of nursing duty without usurping the 
physician’s position, although the impression is gained that in some instances 
the nurse must endeavor to achieve her results by suggestions to the attend- 
ing practitioner. Such an attitude may breed undesirable conflicts. 

The part such a public health nurse can play in the field of psychiatry 
is briefly discussed. In such a textbook, however, more consideration is 
naturally given to the various phases of the mental hygiene movement, 
which must have an important place in the health activities of any progres- 
sive community. 

All nurses, regardless of their specialty, will gain something by careful 
reading of these chapters. Many points, ordinarily not even considered by 
the average individual, are herein treated, with the object of promoting a 
better relationship between physician, nurse, and patient. 


HEYMAN SMOLEV, 
St. Lawrence State Hospital. 


Twenty-five Years After: Sidelights on the Mental Hygiene Move- 
ment and Its Founder. Edited by Wilbur L. Cross, LL.D. 564 pages. 
Doubleday, Doran & Company, Ine. 

This unique book marks the 25th anniversary of the mental hygiene 
movement. It was prepared as a special tribute to Clifford Beers, the 
founder of the movement. The place in literature of ‘‘The Mind That 
Found Itself’’ is described in the opening chapter by Governor Cross. The 
second chapter on ‘‘The Mental Hygiene Movement and its Founder’’ is 
written by Dr. C. E. A. Winslow. The main body of the book consists of 
several hundred tributes to Mr. Beers. These appear in the form of letters 
addressed to Dr. William H. Welch, who had sponsored the plan of colleet- 
ing the tributes. The letters are remarkable tributes to Mr. Beers, and sev- 
eral of them are notable specimens of the art of letter writing. The many 
giene movement and the regard in which Mr. Beers is held by psychiatrists 
and other leaders in the mental hygiene field in all parts of the world. 

The story of the work of the National Committee for Mental Hygiene and 
of the establishment of the American Foundation for Mental Hygiene is 
told at the end of the volume. 


letters received from foreign countries indicate the extent of the mental hy- 


POLLOCK. 
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The Social Plight of the Individual. Passivity and Rationalization. 
By NATHAN FiaLKo. Price $2.50. John Lowell Pratt, New York. 1935. 
The man in the street, if he could be induced to pause in his quest for 
the immediate goods of life and satisfaction of his desires and, even more 
difficult, could be eajoled into reading a primer of philosophy, might emu- 
late the gods and laugh. So great seems the attraction of metaphysics that 
he who once acquires a taste for the ineffable essence and methodology can 
no longer be satisfied with the simple yeas and nays of everyday. He must 
perforce soar with the wings of the morning and roam the universe. Then 
as the shadows of evening steal near and wish fancies and shadowy ideas 
surround the presumptuous adventurer into the realm of the gods of infin- 
ity, time and space with a veil of the half-seen, the urge to write about it 
produces a veritable intoxication, a plethora of words. The spider web of 
metaphysics has gained one more victim. 

The author in this book has a pregnant thesis. The past is ended and the 
eurtain is rung up on new Nationalistic dramas called communism or 
fascism. The actors, however, are much the same as always before—the 
individual, the crowd and the leaders. The individual, more or less inar- 
ticulate, is suffering from political and economie distress. The leaders, 
Marxian fanaties in the one drama imbused with unlimited zeal, in order 
to relieve the suffering citizens are taking away even that meager freedom 
once possessed. They are the messiahs to lead into a promised land of 
peace, security and plenty. The leaders, in the other drama, likewise have 
the mission of correcting the errors of the past, rejuvenating the victims of 
ancient tyrannies and leading them into glorious national and international 
adventures. In both cases while the ideology is different, the methods em- 
ployed are similar. The individual must be inarticulate and strictly classi- 
fied and regimented. 

The author, instead of argument along conventional lines, has seen fit to 
proceed in a philosophic fashion. The book begins with the Greek philoso- 
phers and then revels in the dialects of Kant, Hegel and Marx. The argu- 
ment is so technical as to be forbidding and unintelligible to the average 
man. If the ordinary man is to be appealed to in an attempt to prevent 
his following the false prophets, the author’s method may not succeed. Mr. 
Fialko has, however, made an attractive presentation to those familiar with 
philosophie dialectics and one meriting eareful reading. 

The coneluding chapter of the book in its summary drops metaphysies 
and speaks in downright fashion. It portrays the plight of the individual 
who has never been a free man but who is now reduced to helplessness in 
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the technics of civilized societies. It paints a dreary picture of the fate of 
the individual in the well-meant but autocratic programs of communism or 
fascism. What can this serf do about it?) The author leaves him in his for- 
lorn condition. 


JOHN C. GUFFIN,. 


Happy Journeys to Yesterday. By Grorck Auprey Hastings. Sketch 
illustrations by Syd Browne. Price $2.00. 110 pp. G. P. Putnam’s 
Sons, New York. 

Mr. Hastings, whose activities in the field of mental hygiene are well 
known, has here presented a delightful series of sketches inspired by rural 
life of more than a generation ago. Most relate to boyhood experiences but 
a few to later periods of life. All deal with northern New York and adja- 
eent Canada. To those who love to indulge in reminiseenee—and who does 
not ?’—the book will appeal, especially if childhood days or vacation holidays 
were spent in rural surroundings. Many of the sketches will duplicate ex- 
periences of your own childhood with minor variations easily adjusted to 
fit your particular ease. 

Syd Browne’s informal sketch illustrations fit the text perfectly ; you will 
recall places almost or just like them. 


FARRINGTON. 


Outlines of General Psychopathology. By WitiiAm MALamup, M. D. 
Price $5.00. 455 pages. W. W. Norton & Company, Ine., New York. 

Of this book Dr. Adolf Meyer of The Johns Hopkins Medical School says, 
‘‘Dr. Malamud’s publication is a contribution to the cause of more than 
routine thinking, stimulating rather than just informing. In these days 
of all too frequent sterotyped reiterations his conciliatory yet independent 
presentation deserves full attention.”’ 

Dr. Malamud has written a very complete book on the subject of general 
psychopathology. It indicates in detail the nature and causes of abnormal 
activity. There are many ease histories to illustrate the material presented. 
The book is written in considerable detail, and will require careful study 
on the part of the reader, if he is to grasp the thought of the writer. While 
this may deter many from a careful examination of the material, it enhances 
the value of the book as a scientific treatise on psychopathology. 


J. L. TOWER. 
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Applied Eugenics. By Pav PoreNnor and Roswe. Hi. Jounson. Re- 
vised edition. 429 pp. Price $2.60. The Macmillan Co., New York. 
1933. 

The first edition of this book appeared in 1918 and at once established 
itself as an authoritative text on the subject of eugenics. It was especially 
strong in its treatment of the sociological aspects of differential fertility, 
beeause, as the authors very properly pointed out, eugenics consists of a 
sociological strueture upon a biological base. As most eugenists were biolo- 
gists, the tendeney had been to emphasize the application of biological in- 
heritance with a resulting neglect of the social aspects. The great suecess 
of ‘Applied Eugenies’ showed that it filled a need in the literature. 

The second edition of the book follows the same general lines, yet it has 
been so thoroughly rewritten, and so much new evidence has been incor- 
porated, that it may almost be considered a new book. The more recent 
material is taken in large part from the descriptions of the activities of the 
Human Betterment Foundation and of the Institute of Family Relations, 
with both of which Dr. Popenoe is actively affiliated. The former has dealt 
primarily with the results of sterilization in California, and the many pa- 
pers on the subject have been incorporated in the diseussion of negative 
eugenics. But the authors do not limit their interests to the negative aspects 
of reproduction. They are deeply concerned with promoting marriage and 
fertility among the better elements of the population. In eneouraging more 
and better families the Institute of Family Relations is doing a practical, 
pioneer work in the field of positive eugenies. 

It is not too much to state that Applied Eugenies continues the high stand- 
ard set by the original edition, and that it should be read diligently by all 
eoneerned with the problems of race improvement. 


MALZBERG. 


The Problem of Mental Disorder. Edited hy Madison Bentley and 
KE. V. Cowdry. 388 pages. McGraw-Hill Book Company, Ine. New 
York. 

This comprehensive work consists of a series of scientifie essays grouped 
in four sections. 

Section I gives the authors’ view of ‘‘The Character of the Problem’’. 

Section IT is devoted to an exposition of current points of view. Clinical 
psychiatry is discussed by Dr. C. Macfie Campbell; medical psychiatry, by 

Dr. A. Myerson ; the neurologist’s point of view, by Dr. I. 8. Wechsler; the 
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psychobiologieal point of view, by Dr. Adolf Meyer; and the psychoanalyst’s 
point of view, by Dr. Lawrence S. Kubie. 

Seetion III, which comprises three-fourths of the book, is labeled ‘‘The 
Supporting Sciences; Present Contributions and Future Research.’’ The 
section comprises 20 papers, each written by a specialist. These essays con- 
sist of discussions based largely on research in the respective fields but are 
not research studies. Together they constitute a most valuable review of 
scientifie materials related to the human organism. As the authors point 
out, such materials now at hand exceed the actual use thus far made of 
them in psychiatry. 

Section IV, a brief chapter which closes the book, contains the authors’ 
comments and reflections concerning the material presented. They eall at- 
tention to the fact that ‘‘adequate understanding of the disorders and ade- 
quate therapy are both wanting’’ they suggest that advance is to be made 
by encouraging the most promising researches and by increasing the demand 
for scientific products in psychiatry itself. They rightly observe that the 
first cause of our defective understanding of these disorders rests in seanty 
knowledge of normal functions both physiological and psychologieal. Both 
research and the willingness to make use of its results are needed. 

The book as a whole constitutes a valuable summary of seientifie thought 
pertaining to the scientifie fields which bear on the problem of mental dis- 
order. It brings together in a single volume the salient ideas of many books, 


POLLOCK. 


Mental Training—A Practical Psychology. By Sprrrin N. F. CHAnt, 
M. A. Price $2.50. 191 pages. The Maemillan Company, New York. 

In the preface, the author states that the material presented is based 
largely upon psychological experimentation, thus establishing its scientific 
validity. Its purpose is to present a short, readable, and useful treatment of 
selected psychological topies. The author has succeeded in writing a practi- 
eal book in non-technical language, which shows the result of careful thought 
and scientifie work. 

In Chapter 5 he presents a summary for learning to remember, giving 16 
points, and in Chapter 8, 14 points for learning to make decisions. In 
Chapter 9 he summarizes the training for mental health in a simple, con- 
cise manner which is at the same time stimulating. 

The book will be of value to thoughtful people interested in mental health. 


J. L. TOWER. 
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Mental Hygiene and the Public Health Nurse. By V. May MacDon- 
aup, R. N. 72 pp. Price $1.00. J. B. Lippincott Company, Philadel- 
phia, Pa. 

The author of this book points out the great necessity of developing the 
field of mental hygiene in order to obtain best results in general hygiene— 
namely, pre-natal and post-natal hygiene, communicable diseases and per- 
sonal hygiene. Lt is a huge problem with an economic loss of over $700,000,- 





000 in this country alone due to hospital cases of mental diseases—to say 
nothing of the vast amount of human suffering. If a well-planned preven- 
tion program were carried out, at least one-third of this expense and suffer- 
ing could be avoided. 

In such a program the public health nurse ean play an active part among 
her patients in correcting the attitude toward mental disorders. The nurse 
who has had adequate psychiatrie training ean be of great assistance in 
administering to the needs of the mentally sick patient—to be able to deteet 
those symptoms which arouse suspicion and to know whether special advice 
should be sought. Much cooperation may be obtained by gaining the confi- 
denee of church and settlement workers, overseers, judges, police officers 
and those who come in contact with incipient mental cases. Adequate men- 
tal clinie service should be located by the nurse and aequaintance with 
State h spital provisions for eare of mental cases and the laws regulating 
admission of patients should be made. 

Mental and emotional child training is another very essential part of the 
public health nurse’s edueational program. Good habits of mind must be 
formed from a child’s eradle days. Self-eontrol, self-relianee, endurance, 
toleranee and proper sex education are all a part of a child’s early training. 
Miss MaeDonald tells us there are many preventable forms of mental dis- 


¢ 


ease and the knowl dee ol the causes of these dise ises such as syphilitie and 


alcoholic mental diseases, dementia preeox, fatigue psychoses, drug addic- 
tion, pellagra and psychoneuroses, must be spread. 

Next we have the mental defectives or feebleminded for whom no pre- 
ventive efforts will change the level of his mental stature, but given the 


proper environment and training he will not prove a social menace. Prop- 
1, he will become quite competent, but a neglected defective will 
have a very harmful effect on the health of many others. Here again, the 
field for the publie health nurse is unlimited. By her educational work she 
may stimulate publie interest by | 


erly euid 


ectures to civie groups, mothers, young 
men’s and women’s clubs, and in obtaining their cooperation much suffer- 


ing and misery will be alleviated and wholesome living promoted. 


ELIZABETH SCHIFFERDECKER, 
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Social Work Yearbook, 1935. Third Issue. Editor, Fred 8S. Hall. Rus. 
sell Sage Foundation. New York. 1935. 

The Social Work Yearbook first appeared in 1931. It is now being pub- 
lished biennially. The second edition appeared in 1933, shortly after the 
beginning of the tremendous Federal and State efforts to meet the emer- 
gencies arising from the depression. Activities that may properly be de- 
seribed as belonging to the field of social service have increased to almost 
incredible degrees. At the same time, the fact that these activities are of 
necessity mostly public and governmental rather than private has affected 
seriously the conception of social work. The two years since the appearance 
of the seeond edition of the Yearbook have been of fundamental significance 
to the social worker, using the latter term broadly so as not to exclude so- 
cially-minded persons whose interests may not have been professionalized. 
It is evident therefore that the present edition of this now standard work 
will prove to be a valuable reference work for a wide publie interested in 
following and understanding the bewildering ramifications of social work in 
the last two years. 

Readers of the PsycHIATRIC QUARTERLY will naturally be interested in the 
section dealing with mental hygiene and will find comprehensive discussions 
under the headings of mental hygiene, mental diseases, mental deficiency, 
behavior problems, psychiatrie elinies for children and psychiatric social 
work, 

Other fields of social work are followed with equal thoroughness. For 
the convenience of the reader, the articles are arranged alphabetically, but 
there is a logical and organic arrangement of the volume as a whole. The 
articles were planned so as to cover the following topies: families or adult 
individuals, children, handicapped, racial and foreign groups, mental hy- 
giene, health, industry, crime and penal conditions and leisure time activi- 
ties. Two additional sections deal with activities not ineluded under the 
heading of case work, but both have been given impetus within recent years. 
The first of these deals with social planning and the second with research 
and social work (usually of a statistical type). 

The second part of the volume consists of a useful directory of social 
agencies. These are classified as national and state, and both are subdivided 
into publie and private agencies. 

The unprecedented growth in social work in recent years and the intricate 
relations of the various fields of activity make this volume indispensable to 
those who wish to have a view of social work as a whole. 


MALZBERG, 
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Theft, Law and Society. By Jrrome Hai. 360 pages. Little, Brown 
& Co. Boston, Mass. 


Professor Hall has done a competent and thorough job. Professor K. N. 
Llewellyn, in an introduction to the present volume, states at the outset that 
the law of theft is ‘‘the heart of the really criminal law,’’ but few of us will 
need that assurance; it is obvious that by far the major part of all crimes 
committed now, as in the past, are crimes against property. The principles 
of crimes against persons were threshed out and defined at a comparatively 
early time in history; property, however, is always in process of changing 
its character and the relations surrounding its possession, and it is, there- 
fore, necessary that law and law administration regarding property evolve 
to meet the continuous change. 

That they have not done so becomes obvious as one reads Professor Hall’s 
book. The author is not satisfied merely with a presentation of current and 
historic data. He offers also an analysis of the growth and state of the law 
of theft, an exposition of its theoretical and practical faults with relation to 
the social and economic pattern of today, and proposals for reform. 

In tracing the development of the law of theft, Professor Hall wisely re- 
lates it, phase by phase, to evolving history in the large. Thus he is able 
reasonably to account for the fact that no general law against embezzlement 
existed until 1799. In that year a bank teller in London accepted a 100- 
pound note from a client in the name of his employer and then pocketed 
the money for his own uses. It turned out that under the law he was not 
guilty because he had not, after accepting the note, deposited it in a drawer 
or other receptacle belonging to the bank. In short, he was adjudged le- 
gally in possession of the note! A law was quickly passed to cover such 
offences in the future, but it named only servants and clerks as principals; 
and when in 1812 a broker misappropriated a large sum of money it was 
found that, as an agent, he could not be prosecuted for theft. A further 
extension of the law was therefore necessary. The explanation, in social 
terms, is that the simple relations of property transference in earlier times 
had changed, while the law referring to them had lagged, and that not until 
a startling practical illustration of the law’s inadequacy had occurred was 
it possible for lawmakers to realize the extent of the disparity between the 
statutes and objective conditions and to apply a remedy. 

Bringing the question down to our own time, Professor Hall recounts the 
ease of a Missouri politician who misappropriated a referendum petition 
containing more than 10,000 signatures, and who escaped punishment on 
the ground that written instruments were not the subject of lareeny accord- 
ing to common law. 











504 BOOK REVIEWS 


The lay reader will find interest in the author’s account of the failure of 
severe punishment as a deterrent of crime. When scores of offences were 
punishable by death in 18th and 19th century England, he shows that juries 
commonly practiced ‘*pious pes/ury’’; they calmly decided, for example, 
that thefts of hundreds of poun:!s’ worth of goods were thefts of good to 
be valued at not more than 39 shi ines; one shilling less than the minimum 
for which a capital penaliy was demanded under the law. So consistently 
was this device resorted to that a constitutional court finally declared it to 
have become by usage the law of the land! 

The examples touched upon represent no more than a minute part of 
the interesting material for the lay reader available in the volume under 
review. For the professional reader, interested in legal history and legal 
reform, the book is bound to have an interest even more intense. One 
judges that Professor Hall’s work will have a considerable effeet on thought 
in his chosen field. 

DAVID M. SCHNEIDER, 
State Dept. of Social Welfare. 


The Scientific Basis of Social Work. By Maurice J. Karpr. 424 pages. 
Columbia University Press, New York. 

A few years ago there was much argument as to whether or not social 
work was a profession. Later when social work became more professional 
in its approach, emphasis was placed on the training of the individual to 
enter this field. Mueh consideration has been given to the content of courses 
for the social worker in spite of the fact that little material has been pub- 
lished regarding this. Dr. Karpf’s book seems to be the first one published 
which attempis to answer the questions—l) What knowledge do social 
workers need? 2) What knowledge do social workers use? 3) What knowl- 
edge do social workers receive? 4) How may social work acquire a scien- 
tifie basis? 

Under the first point, ‘‘What knowledge do social workers need?”’ 
the contributions to social work of the individual sciences such as anthro- 
pology, biology, economics, psychology and sociology are discussed. Under 
the topie, ‘‘ What knowledge does the social worker use?’’ the author dis- 
cusses the case worker’s need to be able to judge personality and personality 
traits, attitudes, sentiments and emotional states. The importance to the 
social worker to be able to distinguish various indications of different emo- 
tions is evident. The author finds however, that the evaluating of emo- 
tional attitudes is most difficult, varying with the individual who makes 
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the evaluation. Ile reviews certain rating scales which have been worked 
out to reduee such subjective judgments to a more objective level. 

The eurrieula of various schools of social work are considered and com- 
pared to see if the practical needs of the social worker are being met and 
suggestions as to the future development of social work are made. 

he author makes a plea for the more careful training of social workers 
for supplying them with the scientific knowledge regarding all phases of 
human life, to enable them to meet the intricate situations, social, psycho- 
logical and economie with which they are confronted. 

Such a study as Dr. Karpf’s has long been needed in the field of social 
work. To those, however, who think of social ease work as an art to be 
cultivated and practiced, drawing upon the exact sciences for basie mate- 


rial, some of the author’s suggestions seem academic and unnecessary. 


HESTER B,. CRUTCHER, 


The Doctor and Citizenship. [sy THurMAN D. Kitcnin, M. D. $1.50 
net. The Christopher Publishing House, Boston, Mass. 

Most of the articles in this little booklet have appeared in ‘‘Southern 
Medicine and Surgery’’ and were collected in book form by the author only 
after urging from his students and fellow medical contemporaries. 

The initial discourse considers the old-fashioned doctor, ‘‘The patient 
took comfort from the fact that the family physician ‘knew his condition’. 
There was something touching and beautiful in the confidence and devo- 
tion—even approaching reverence—which the whole family accorded him 
and in his turn there was a spirit of undying loyalty and sympathy, a will 
to serve, whieh never knew shadow of turning.’’ 

Among other things the author says in summing up, ‘‘T have tried to 
sketch for you in hasty outline the times in which we are living, these 
breathless times—the changes which have taken place; the miracle of mod- 
ern inventive power—which science says in triumph: ‘‘ Behold, I make all 
things new—and last of all, I have sought to bring home to you the truth 
that in spite of seeming chaos, in these whirling times, basie things remain.’’ 

The opening paragraph on, ‘‘The Doctor’’, contains a philosophy which 
many busy men of today oftentimes could read with profit. The physician 
must still be true to his ethies and altruistie ideals, believes Dr. Kitchin. 
Hedonism has no place in his philosophy of life. 

A radio talk before the North Carolina Publie Health Association is found 
in the latter part of this small volume and by reason of his eulture and 
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broad outlook, it contains much good advice to the practitioner and his 
publie. 

Because of Dr. Kitchin’s training in education and public matters, he js 
recognized as a leader, and each problem presented by him is worthy of 
most eareful consideration. 


GRAY. 


Interviewing in Social Work. By Paving V. Youna, Ph. D. 416 pages, 
McGraw-Hill Book Company, Ine. New York and London, 1935. 

Interviewing is the tool by which the social worker achieves or fails. It 
may take months of subsequent contacts to overcome the resistance built 
up by moving too rapidly in an interview in an effort to secure information 
or to correct some of the client’s undesirable behavior. On the other hand, 
a successful interview is a help both to the social worker and client. The 
importance of the interview has long been recognized. In recent years, the 
fact that there is a technique of interviewing which the inexperienced can 
learn from those experienced in the art has been the basis for the content of 
certain courses in social work. 

The material written regarding the interview has been diverse and sceat- 
tered. Dr. Young has rendered a singular service in collecting and evaluat- 
ing this material. She has analyzed a number of case work interviews 
pointing out what meaning the verbal material has for the client—how the 
social worker has been able to guide the interview and what appeals she has 
made to the client. The author discusses the personal and social traits gen- 
erally possessed by successful interviewers. In her discussion of types of 
social workers as interviewers, however, one regrets that she did not dis- 
tinguish between the well-trained experienced social worker and those un- 
equipped, who have drifted into the outer fringe of social service work. 

Dr. Young’s chapters on the psychological and sociological problems of 
interviewing are interesting and helpful. One wishes, however, that she 
might have given these aspects of the interview more consideration even 
though the chapter on the dynamics of the therapeutic interview indicate 
the psychological aspects involved to a greater extent. 

At the end of each chapter the author gives valuable suggestions for fur- 
ther study. The bibliography given is also excellent. 

In spite of certain minor shortcomings, Dr. Young has given social work- 
ers a valuable reference book, one which should be on the shelves of all 
social service libraries. 


HESTER B. CRUTCHER. 
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Recent Advances in Psychiatry. By Henry Devine, O. B. E., M. D. 
Second edition. P. Blakiston’s Son & Co., Inec., Philadelphia, Penna. 
This is another volume in the series on various departments of medicine 
and not confined, by any means, to neuropsychiatrie specialties. Owing to 
the rapid advances made in the many different branches of medicine and 
the inability of the majority of us to keep up with the literature constantly 
being brought out in our special magazines, societies and such like, it be- 
comes necessary for someone to abstract and compile the best and reduce it 
to book form, so the average man may take his opportunity to refresh him- 
self from time to time and learn what others are doing. 

Dr. Devine has arranged in six parts, with 25 chapters, a concise and 
clear presentation of some of the most recent developments in psychiatrie 
thought and practice. Important additions and alterations have been made 
in this second edition. Three new chapters have been introduced: ‘‘Ger- 
minal Inheritanee in the Psyechoses’’, ‘‘ Mental Disturbances in Pernicious 
Anemia’’ and ‘‘ Mental Disturbances and Deficient Oxidation’’. 

Several chapters are devoted to the toxie psychoses; the problem of rever- 
sibility in the psychoses is discussed at length in Part 1V and the newest 
procedures in fever therapy, prolonged narcosis, ete., in schizophrenic 
cases, 

The author uses many unusual and polysyllabie terms in a manner for- 
eign to the American psychiatrist, but this does not detract from the con- 
text. A few typographical errors are relished by the reviewer. 

The physical makeup of the volume is good. Subject headings are con- 
tinued from page to page and are a convenience in the daily use of the book. 
Heavy type titles are found in the opening of many paragraphs. 

The type is clear, the paper of good quality and one can expect to make 
frequent use of this book in his active work. 

GRAY. 


Experimental and Theoretical Psychology. F. |}. Skaacs, Ph. D. 426 
pages. Christopher Publishing House, Boston, 1935. 

This is apparently written as an elementary text for freshmen classes in 
introductory psychology. The attempt is made to cover the entire field of 
psychology in somewhat the usual fashion of elementary textbooks. The 
book is characterized especially by definitions of terms and by short, some- 
times somewhat dogmatic, summarizing statements and rules. The author 
has attempted to include the various points of view, e. g., structuralistie, 
functionalistie, gestalt, and behavioristic. 

T. W. FORBES. 
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The 1933 Year Book of Neurology and Psychiatry. Edited by Peter 
Bassoe, M. D. (Neurology), and by Franklin G. Ebaugh, A. B., M. D. 
(Psychiatry). 471 pages. The Year Book Publishers, Chicago, II], 

This book is one of a series of ten Practical Medicine Year Books, which 
now are in their 33rd year, and which cover most of the medical subdivi- 
sions. The authors of this book attempt each year to summarize what they 
helieve to be the important foreign as well as American contributions to 
the neurological and psychiatric literature of the preceding year, Dr. Bassoe 
editing the neurological section and Dr. Ebaugh, the psychiatric portion, 

The neurological portion covers 251 of the total pages and consists of a 
preface by the editor, followed by brief though comprehensive summaries 
of the literature which are collected according to a classification usually 
followed in standard textbooks on celinieal neurology. Although en- 
docrinology is also included, the editor has endeavored to seleet from that 
vast literature those contributions which relate to nervous conditions. There 
are occasional editorial comments following certain of the articles summar- 
ized which are either expressions of the editor’s approval or disapproval, 
or enlightening remarks wherein reference is made to other similar contri- 
butions. The reader’s attention is directed in the preface to progress made 
in the solution of the mystery of the Argyll-Robertson pupil, as well as to 
the work on epilepsy, migraine, the treatment of head injuries, the value of 
different methods of fever therapy, the recent St. Louis epidemic of encepha- 
litis, and additional applications for sympathectomy. It may be added that 
this portion of the book is well illustrated. 

The psychiatrie portion is arranged under a classification consisting of 
first, general considerations, wherein are taken up miscellaneous articles 
indicating the relationship between psychiatry and various fields of medi- 
cine, as well as articles on forensie psychiatry, general methodology and or- 
ganization in psychiatry, and finally psychiatry in medical education. Fol- 
lowing this is a brief section on the minor psychoses or the psychoneuroses, 
succeeded by sections on the major psychoses, social psychiatry and mental 
hygiene. In a preface preceding the psychiatric part of the book, Dr. 
Ebaugh indicates that the prevailing tendencies in psychiatry appear to be 
a growing realization of the need for integration and coordination in re- 
search activities as well as the consideration of the total individual in rela- 
tion to his behavior and adjustment, and he believes the best contribution 
of the year to be Dr. Gillespie’s ‘‘Psychotherapy in General Practice’’. 
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The editorial comments of Dr. Ebaugh which precede the subdivisions of 
each of the major psychoses are brief personal expressions of the relative 
worth of each group of articles, and he as well, comments at the end of ocea- 
sional articles in a manner similar to that of Dr. Bassoe. 

This is a very useful book and offers a time-saving and a convenient 
means of obtaining a comprehensive review of neuropsychiatric literature 
annually. The articles are well chosen and the editorial comments are help- 
ful and informative. 


JOHN E. EDELSTEIN. 


Greenwich Village 1920-1930. By Carouine F. Ware. 496 pages. 
Houghton Mifflin Company, Boston. 

To the average person who thinks of Greenwich Village as the center for 
incipient artists who are stimulated by the Bohemian atmosphere, Miss 
Ware’s book will be quite surprising. It presents in a most interesting 
fashion the various racial groups that have lived in the village, the attrae- 
tion of the village from the standpoint of business, convenience of living, 
recreation and social intercourse. 

The author diseusses the various ethnie groups with their separate insti- 
tutions, and their definite customs which kept each group distinetive far 
more than any geographic or economie barriers. These groups formed the 
stable part of the village population. ‘‘The villagers’’, as the author ealls 
those individuals who had gathered there with the idea of repudiating the 
social standards of the communities in which they had been reared were 
never a particularly powerful factor in this section of the city. Despite 
the fact that some of these found sublimation in art and uneonventional 
ways of living thus providing the far-famed ‘‘village atmosphere’’, others 
were serious artists and writers who were making an earnest effort to dis- 
cover new values rather than abandon old ones. It was from this general 
group however, that the village gained the Bohemian renown that it has 
had for the last two or three decades. 

The author has tabulated much material regarding the population—its 
health, social activities and political interests. 

To those who have always wanted to know some substantial faets about 
Greenwich Village, this book will be of interest. To those who enjoy thor- 
ough sociological studies interestingly written, Miss Ware’s book will be 
a joy. 


HESTER B. CRUTCHER. 
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Who Says Old? By Exmer E. Ferris. 205 pages. Price $1.75. Sears 
Publishing Company, New York. 

This delightful book is the work of an ex-college professor, 71 years of 
age. It relates in charming fashion the story of his experiences in leaving 
college and in adjusting to his new freedom. He took a humorous as well 
as a rational view of things, and developed an interesting program which 
included the reading of worthwhile books, some daily writing, keeping in 
touch with athletics, doing some manual work, keeping abreast of political 
and economic movements, eating and dressing well, and going to church, 
While enjoying life, he was still a producer and an active participant in 
community life. 

The book is easy reading and full of wisdom and commonsense. It might 


properly be named: ‘‘ Mental Hygiene of Old Age.”’ 


POLLOCK, 














CLARENCE H. BELLINGER, M. D. 











DR. CLARENCE H. BELLINGER PROMOTED TO SUPERIN- 
TENDENCY OF THE BROOKLYN STATE HOSPITAL 


Dr. Clarence H. Bellinger, first assistant physician of the Utica State 
Hospital, who since May 1, 1954, had been acting assistant medical inspec- 
tor, was appointed by Commissioner Parsons, superintendent of the Brook- 
lyn State Hospital, July 1, 1935. He sueceeds Dr. George W. Mills, who, 
on the same date, became the superintendent of the Creedmoor State 
Hospital. 

Dr. Bellinger was born at Lebanon, Madison County, New York, on Feb- 
ruary 22, 1887. Ile attended the publie schools and graduated from the 
Smyrna High School in 1906. Following graduation, he entered the Col- 
lege of Medicine of Syracuse University, and in 1910 received therefrom 
the degree of Doctor of Medicine. 

Dr. Bellinger entered the State hospital service on August 15, 1910, as 
medical interne at St. Lawrence State Hospital. He was transferred to 
Binghamton State Hospital on September 4, 1911, as a junior assistant phy- 
sician and was promoted to assistant physician on July 1, 1912, and to 
senior assistant physician on July 1, 1916. He was appointed elinieal di- 
rector at Utica State Hospital on July 1, 1926, and served therein until 
December 15, 1926, when he was appointed first assistant physician at the 
same institution. On May 1, 1934, he was designated as acting assistant 
medical inspector. 

He has had extensive experience in clinie work, having had charge of the 
mental hygiene clinic at Binghamton for several years, and later having 
conducted for five years the mental hygiene clinie at the Syracuse Free 
Dispensary in connection with the College of Medicine of Syracuse Uni- 
versity 

He has made many public addresses on various mental hygiene 
and psychiatrie subjects and has contributed several scientifie papers among 
which may be mentioned: ‘‘The Influence of Faulty Childhood Training on 
Anti-Social Conduct’’, ‘‘A Comparative Study of Two Hundred Cases of 
Senile Psychosis’’, ‘‘Psychosis Due to Thyroid Toxemia with Iodine Defi- 
cieney’’, and ‘‘Prognosis in Schizophrenia, Catatonie Form’’. 

Dr. Bellinger is a member of the American Psychiatrie Association, the 
American Medical Association, the New York State Medical Society, the 
Oneida County Medical Society and the Utica Academy of Medicine. 
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CREEDMOOR STATE HOSPITAL 


Creedmoor division of the Brooklyn State Hospital, located at Queens 
Village, Long Island, became a separate State hospital on July 1, 1935, 
under the provisions of Chapter 242 of the Laws of 1935. This new insti- 
tution has an interesting history. In 1908, after prolonged discussion of 
the best methods of providing for more mental patients from the borough of 
Brooklyn, it was tentatively decided to abandon the Brooklyn State Hos- 
pital and to build another institution to take its place. <A site at Creedmoor, 
consisting of 193 acres, formerly used as a rifle range by the National Guard 
of the State, was procured. Later plans were modified so that the develop- 
ment of the old Brooklyn State Hospital was continued, and cottages on the 
Creedmoor site originally built to house the Guard were remodeled and 
made available for 150 patients. 

At a special session of the legislature in September, 1920, an appropria- 
tion of $3,000,000 was made to provide for the construction of a hospital on 
the Creedmoor site for discharged soldiers, sailors and marines from the 
State of New York suffering from mental disease. The plans for the hos- 
pital, as outlined in the bill, provided that the hospital would be leased by 
the Federal Government for the care of ex-service patients for a period of 
10 years, at the end of which time it was to revert to the State of New York. 
Negotiations with the Federal authorities were entered into, but as the sane- 
tion of Congress to the project could not be obtained, the provisions of the 
law were not carried into effect. 

By Chapter 5, of the Laws of 1922, the money appropriated for a mili- 
tary hospital on the Creedmoor site in 1920, was reappropriated for the 
establishment of a State hospital on such site, to be known as the Brooklyn 
State Hospital, Creedmoor Division. <A contract for the construction of the 
first hospital unit was let in 1922. 

These buildings were completed early in 1925. <A eontract for a second 
hospital unit for patients was let the same year. This unit was completed 
and oceupied in 1927. <A contract for a third unit to comprise 12 buildings 
was made early in 1930. This contract was nearly completed in 1932. Other 
contracts provided for staffhouses, homes for employees, water supply, sew- 
age disposal, ete. 

The institution now stands as a well-planned complete hospital for mental 
patients with a capacity of 3,504. 

Dr. George W. Mills, who has been superintendent of both divisions of 
Brooklyn State Hospital since June 8, 1927, becomes superintendent at 
Creedmoor and Dr. Clarence H. Bellinger becomes the new superintendent 
at Brooklyn, 
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DEATH OF HARRIET MAY MILLS 


Harriet May Mills, pioneer suffragist, former State Hospital Commis- 
sioner, and a leader among women of New York State, died of heart disease 
at Crouse-Irving Hospital, Syracuse, New York, May 16, 1935. 

Miss Mills was born in Syracuse, August 9, 1857. After graduating from 
Cornell University in 1879, she taught Latin, and lectured on Robert Brown- 
ing and his poetry for several years. In 1892, she espoused the cause of 
woman suffrage and campaigned with Susan B. Anthony in several states. 
In 1920, the year the suffrage amendment to the Federal Constitution be- 
came effective, Miss Mills was the candidate of the Democratie party for 
Secretary of State in New York. Not being eleeted, she remained in private 
life until January, 1923, when she was appointed State Hospital Commis- 
sioner by Governor Smith. She served with distinction in this eapacity until 
the reorganization of the Department, January 1, 1927. 

As Commissioner, Miss Mills actively cooperated with her associates in 
securing the passage of the bond issue proposal in 1923 and in developing 
plans for the enlargement and betterment of the State hospitals. She took 
deep interest in the care and treatment of women patients, especially in oe- 
cupational therapy which was at the time undergoing remarkable develop- 
ment. Following retirement from office, Miss Mills became assistant secretary 
of the Democratic State Committee. She was a personal friend of both Gov- 
ernor Smith and President Roosevelt and took an active part in the presi- 
dential campaigns of 1928 and 1932. 

Miss Mills was a woman of unusual character, ability and force; an effee- 
tive publie speaker ; a champion of her sex; an advocate of progress; and a 
genuine lover of humanity. 











ANNUAL MEETING OF AMERICAN PSYCHIATRIC 
ASSOCIATION 


The ninety-first annual meeting of the American Psychiatrie Association 
was held in the Mayflower Hotel in Washington, D. C., May 13-17, 1935. 
Pleasant weather, beautiful environment, skillful management, thoughtful 
addresses and good fellowship combined to make the meeting exceptionally 
satisfactory. The ever-increasing breadth of psychiatry was evidenced by 
the five-day program which gave every school of psychiatrie doctrine a 
chance for self-expression. 

On Monday preceding the general session, meetings were held by the 
Section on Convulsive Disorders and the Section on Forensie Psychiatry. 

The first general session, held on Tuesday morning, May 14, was devoted 
to the usual opening exercises, reports of committees and the address of the 
president, Dr. C. F. Williams. His theme was ‘‘ Administrative Psychia- 
try’’. He reviewed the progress of the association, the development of 
mental hospitals and present-day standard and aims in psychiatric work. 
The address was enthusiastically received. 

Following the custom of recent meetings, the general scientific sessions 
which began on Tuesday afternoon were held in two sections. This ar- 
rangement permits a wider range of topics to be discussed and enables mem- 
bers to select papers most closely related to their work or interests. 

Some of the distinctive features of the program were: 


1. The symposium conducted by Dr. Adolf Meyer on ‘‘The Material 
Dealt with as Personality Function by the Various Workers in the Field 
of Psychiatry’’. In this symposium, psychology was represented by Dr. 
Walter R. Miles; psychopathology and psychotherapy by Dr. William Mala- 
mud ; psychoanalysis, by Dr. Sandor Rado; internal medicine, by Dr. Stan- 
ley Cobb; biochemistry, by Dr. John C. Whitehorn, and neuropathology, 
by Dr. Loretta Bender. These papers together with Dr. Meyer’s comment 
constituted a noteworthy review of conceptions and methods of approach 
of specialists in the various fields of mental medicine. 

2. <A series of papers on the general theme, ‘‘ Psychiatrie Implications of 
Edueation’’, presented on Wednesday afternoon. The pre-school period 
was discussed by Dr. Douglas A. Thom; education in the grades, by Dr. 
Frederick H. Allen; high school education, by Dr. George S. Stephenson; 
college training, by Dr. Theophile Raphael; and general considerations of 
psychiatry and education, by Dr. Vivian T. Thayer. 
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3. The address at the annual dinner on ‘‘The Drama of a Great Medical 
Library’’, by Major Edgar E. Hume. 


4. Round table discussions on Thursday evening. These round table 
meetings received more emphasis this year than at any previous meeting of 
the association. Altogether, 10 round table discussions were held at the 
same time and were participated in by a large number of members. These 
dinner meetings serve a very useful purpose in stimulating interest and pro- 
moting interchange of views relating to important topies that cannot be con- 
sidered in general sessions. 

In addition to the features mentioned, noteworthy papers were presented 
on a large variety of topies. 

The report of Secretary William C. Sandy gave the membership as of 
May 1, 1935, as follows: Honorary members, 17; life members, 57; corre- 
sponding members, 4; fellows, 849; members, 623; associate members, 37; 
total 1,587. The net increase during the year was 77. The registration of 
the Washington meeting was 1,264, of which 552 were members. 

Officers for the ensuing year were elected as follows: President, Clarence 
Q. Cheney, M. D., of New York; president-elect, C. Macfie Campbell, M. D., 
of Boston; vice-president, C. A. Marsh, M. D., of Selinsgrove, Pa.; vice- 
president, Richard H. Hutchings, M. D., of Utica, N. Y.; vice-president, 
Raymond F. C. Kieb, M. D., of Beacon, N. Y.; seeretary-treasurer, William 
C. Sandy, M. D., of Harrisburg, Pa. 

It is planned to hold the next annual meeting in St. Louis, Mo. 











CHICAGO MEETING OF AMERICAN ASSOCIATION ON 
MENTAL DEFICIENCY 


The fifty-ninth annual meeting of the American Association on Mental 
Deficiency was held at the Palmer House, Chicago, [linois, on April 25-27, 
1935. The program of the seven sessions of the meeting covered a wide 
range of topics relating to the examination, care and training of mental 
defectives and included several valuable research studies. Among the many 
noteworthy papers, the following are mentioned as having special signifi- 
cance : 

1. ‘‘Measure of Social Competence,’’ by Edgar A. Doll, Ph. D. This 
paper set forth the genetic scale of social maturity which has recently been 
developed in the laboratory of the Vineland Training School. It is believed 
that the seale will serve as a valuable instrument in the measurement of 
social competence and will be a great aid to institution administrators in 
determining the fitness of patients for special training courses or for parole, 
or for placement in community positions. 

2. ‘*The Geographical Distribution of Mental Deficiency in the Chicago 
Area,’’ by Richard L. Jenkins, M. D., and Andrew W. Brown, Ph. D. 
This paper presented the results of a research study covering a nine-year 
period made by the Institute for Juvenile Research in Chicago. <A spot 
map showing the incidence of mental deficiency in various parts of the city 
of Chicago was a valuable feature of the study. A relatively high rate of 
mental deficiency was found in the deteriorated sections of the city and also 
in rural areas. It was also found that the incidence of mental deficiency is 
exceptionally high among the children of immigrants of certain nativity 
groups from southern and eastern Europe. 

3. ‘‘Family Care of Mental Defectives,’’ by Charles L. Vaux, M. D., 
superintendent, Newark State School. In this communication Dr. Vaux 
gave an interesting account of the pioneer work he is doing in placing pa- 
tients in family care. If the system of community care in operation at 
Walworth, New York, under the direction of Dr. Vaux ean be as successfully 
used elsewhere, fewer new institutions for mental defectives will be required 
and a tremendous saving to the people of the various states will be effected. 

4. ‘‘Mental Retardation and Juvenile Delinqueney,’’ by Eleanor T. 
Glueck, Ed. D. In this study the author made a comparison of family and 
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personal characteristics of juvenile delinquents of varying mental status as 
related to their recidivism. The conclusion is drawn that mental deficiency 
although not a direct cause of delinquency is a complicating factor of great 
potency. In concluding the paper the author presented an outline of a 
social policy toward young delinquents of lower intelligence ealeulated to 
secure their proper adjustment and to prevent future misconduct. 

Officers of the association for the coming year are as follows: 

President: Dr. Edgar A. Doll, Vineland, New Jersey. 

Vice-president: Dr. B. O. Whitten, Clinton, South Carolina. 

Seeretary: Dr. Groves B. Smith, Godfrey, Il. 








NOTES 


—Through an error, the price of the book, ‘‘Mental Health’’, by Drs, 
Howard and Patry, published by Harper & Brothers, of New York, was 
wrongly stated in the review published in the QuARTERLY for April, 1935. 
The price of the book is $2.75 instead of $2.50 as stated in the review. 


—Letehworth Village, the well-known State School for mental defectives 
located at Thiells, New York, will conduct a summer school for the study 
of mental deficiency from July 1 to August 10, 1935. The course will eon- 
sist in part of clinical work and in part of leetures and classroom discus- 
sions of various phases of mental deficiency. Several distinguished scientists 
will appear on the program. 


—Dr. 8. DeSanctis, a noted Italian neuropsychiatrist, died recently at the 
age of 72. Dr. DeSanctis had a distinguished university career as a pro- 
fessor of psychiatry and neurology, but is perhaps best known to Americans 
through his contributions to experimental psychology, and especially to his 
understanding of abnormal children. To him Italy owes the present organi- 
zation of its special schools for abnormal children. 


—Dr. James L. Tower, who has been child guidance psychiatrist in the 
New York State Department of Mental Hygiene since October 1, 1927, re- 
signed his position July 1, 1935. Previous to coming to the Department of 
Mental Hygiene, Dr. Tower had served as psychiatrist in the State Commis- 
sion for Mental Defectives and as assistant physician at Bloomingdale Hos- 
pital. During the World War he served with the Canadian Army Medical 
Corps from 1915 to 1919. 


—A surprise party was given for Dr. Charles 8. Little on July 1, 1935, 
to celebrate the 25th anniversary of his appointment as superintendent of 
Letehworth Village. The party, which was held in Franklin Hall in the 
institution, was attended by a large group of distinguished citizens which 
included Commissioner Frederick W. Parsons, Dr. William L. Russell, Clif- 
ford W. Beers and the superintendents of many State institutions. Follow- 
ing luncheon a brief address was made by Hon. Franklin B. Kirkbride, see- 
retary of the Board of Visitors, who was a member of the commission which 
selected the site for Letchworth Village in 1907. Messages of congratula- 
tion were received from Governor Lehman of New York, Senator Moses of 
New Hampshire, Governor Talmadge of Georgia and many others. 
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—The eancer record of 1934 is set forth in a recent study by Dr. Fred- 
erick L. Hoffman published in the Spectator magazine. The data compiled 
for 165 American cities show that the crude death rate from eancer in- 
ereased from 118.3 per 100,000 in 1933 to 122.9 in 1934. The rate in- 
creased in 103 cities and decreased in 62. The rate in New York City was 
127.3 in 1934 as compared with 121.8 in 1933. In Philadelphia, the rate in 
1934 was 144. The total deaths from cancer in the 165 cities were 53,499. 


—Dr. Walther Spielmeyer died in February, 1935, at the comparatively 
early age of 55, thus cutting short a brilliant career in neuropathology. Dr. 
Spielmeyer, who will be remembered by readers of the PsycHIATRIC QuUAR- 
TERLY, through his participation in the dedicatory exercises at the New 
York State Psychiatrie Institute on December 3, 1929, was director of the 
Deutsche Forschungsanstalt fiir Psychiatrie in Munich, a position to which 
he rose after many years of association with Kraepelin, Nissl and Alzheimer. 
He wrote extensively, his more important works including ‘‘ Pathology of 
the Nervous System’’ and ‘‘ Anatomy of the Psychoses’’, the latter appear- 
ing in Bumke’s Handbook. He left an unpublished three-volume work on 
the ‘‘Pathological Anatomy of the Nervous System’’. 


—Dr. G. de Clérambault, a distinguished French psychiatrist, died in the 
fall of 1934 at the age of 62. Dr. de Clérambault had suffered from a very 
painful and ineurable condition, and deeming that he could not finish the 
work in which he was engaged, put an end to what he considered a useless 
life. 

Dr. de Clérambault made important contributions to our knowledge of 
erotomania, passionate delirium, mental automatism and the chronie hallu- 
cinatory psychoses. He also wrote extensively on ether and hasehiseh intox- 
ications, which he studied at the Infirmerie Spéciale des Alienés de la 
Préfecture de Police, where he was assistant and later chief for many years. 


—The Federal Bureau of the Census announced on June 25, 1935, a sum- 
mary of results of the 1933 general census of mental defectives and epilepties 
in institutions primarily for these classes. The census shows that the pa- 
tients on books on December 31, 1933, numbered 106,764. Of these, 93,150 
were resident in the institutions and 13,614 were on parole or otherwise 
absent. There were 12,028 first admissions of the two classes during the 
calendar year of 1933. Of these, 6,600 were males and 5,428 females. The 
group classification of the first admissions was as follows: Mental defec- 
tives, 8,832; epileptics, 2,446; both mentally defective and epileptic, 1,476. 
During the 11 years that had elapsed since the taking of the last preceding 
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general census of these classes of patients in institutions, the number of 
patients on the books of the institutions had increased 95.9 per cent. The 
rate of patients under care and of first admissions in the several states varies 
widely due to the unequal provision made for the care and treatment of 
these classes. The average rate of first admissions to State institutions per 
100,000 of general population in 1933 was 8.8. The rate in New York State 
was 21.7; in Massachusetts, 17.0 and in Delaware, 39.4. 











